The Encyclopedia 

of MENTAL 
HEALTH 


Albert Deutsch, editor in chief 
Helen Fishman, ex^ecutive editor 



THE ENCYCLOPEDIA OF MENTAL HEALTH 

A DIVISION OF FRANKLIN WATTS, INC. 

675 Lexington Avenue, New York 22, New York 



Printed in tlie IJ.S.A. 



SEXUAL RELATIONS 
AND MARRIAGE 


by DOUGLASS W. ORR, M.D. 

Director, Seattle Psychoanalytic 
Training Center, Washington 

What is the function of marriage in our society? 

Marriage has many functions. It gives social, legal, and religious 
sanction to th« desires of most adult men and women for children, for 
emotional and physical closeness, and for the enjoyment of sexual 
intercourse. From a sociological point of view, marriage confers status 
and both defines and sharpens the roles of men and women with re- 
spect to each other and the community. Legally, marriage protects 
rights and sets obligations between the sexes and between parents and 
children, particularly as to the “name” and as to holding and disposing 
of private property. 

Marriage initiates and perpetuates the family system of child rear- 
ing, and this is a cornerstone of civilization as we know it. The mental 
health and successful adaptation to society of each individual depends 
upon his having, from birth to adulthood, both parents living har- 
moniously together throughout these formative years. Most authorities 
agree that there is a direct correlation between unhappy or broken 
homes and juvenile delinquency and crime. 

Few people remain unmarried without feelings of inferiority, 
shame, or guilt. The same feelings assail many married couples without 
childven. Approximately two-thirds of all divorces involve childless 
couples. This is partly, of course, because conflicts appear before there 
are children, but partly also because of a sense of incompleteness with- 
out children. The unmarried or childless person often judges himself 
more harshly than do his friends and associates, but his shame or guilt 
nevertheless reflects common social attitudes. 

What are the elements of a good marital relationship? 

The family, as an institution, appears to be in transition from 
a patriarchal to a democratic form, i.e., from a Lord-and-Master 
autocracy to a community of equals. There is still considerable discus- 
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sion, however, as to what form of social oi:ganization, including mar- ^ 
riage, best meets the “instinctual" and other basic needs '^of men and 
women. So far as a given marriage is concerned, the most important 
elements, perhaps, are those of mutual acceptance, agreement, and 
free communication leading to understanding. Marital partners, in 
a word, should be in essential agreement upon fundamental values, 
should accept the inevitable individuality of each other, and should be 
able to talk freely between themselves about all matters affecting the 
solidarity of the marriage and the welfare of the family. 

It is remarkable how often Prince Charming turns out to be the boy 
next door. This is not so astonishing, however, when one recognizes 
the importance of homogeneity as to race, religion, social class, cultural 
traditions, age, and even community for successful man-iage. A small 
college, once known as the “matchbox of the East," had a very high 
percentage of marriages among its graduates, and very few divorces. 
The students came— for the most part— from very similar backgrounds 
as to social and economic status, religious tradition, geographical lo- 
cale, and intellectual as well as general cultural aspirations. Most au- 
thorities agree that the one set of facts is explained by the other. 

In addition to sociocultural factors there are, of course, important 
psychological ingredients in a good marriage. These include relative 
emotional maturity and freedom of emotional expression. It is too 
pat to say that one should marry for healthy rather than for neurotic 
reasons, but this does highlight the psychological elements involved. 
Good marital partners will complement each other as regards some 
emotional needs, and to this extent there is truth in the old dictum 
that “opposites attract.” In most respects, however, it is probably 
better if “like seeks like” in the realm of social, economic, and general 
family goals. The most successful marriages combine just the right 
amounts of “likeness" and “oppositeness" for closeness, sexual gratifi- 
cation, child rearing, and continuing emotional and intellectual 
growth. 

What are the reasons why women desire marriage? 

Women desire marriage for a multiplicity of satisfactions that a 
good marriage provides. The most imp>ortant reason for miiny women 
is the wish to have children. Helene Deutsch and others w|io have in- 
tensively studied female psycholt^ point out that many women find 
their complete and ultimate fulfillment in pregnancy, chilfdbirth, and 
child rearing. The charm, and beauty of such women is fully apparent 
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only after the birth of a child. Other women, equally “normal” and 
emotionally healthy, are able to achieve a comparable realization of 
emotional “needs” in erotic preoccupations, in art, in dedicated work, 
or in predominantly masculine pursuits. In any case, women generally 
seek marriage also for the closeness, the companionship, and the sexual 
gratification it provides under circumstances of greater freedom and 
security than otherwise. There are, in addition, factors of economic 
security and social s^tus. The woman with children needs such pro- 
tection, and most women without children find it desirable. For the 
vast majority of women, therefore, powerful biological and psychologi- 
cal forces combine with socioeconomic pressures to make marriage 
vastly more attractive than its alternatives. 

What are the reasons why men desire marriage? 

It is generally assumed that men have less of a stake in marriage 
than women, but the goals of most make their commitment as strong 
as women’s. Men, too, need closeness, companionship, and love. The 
majoiily want these in conjunction with a home and children. They 
are willing, if not always eager, to achieve these satisfactions (together 
with sexual pleasures) within the framework sanctioned by our cul- 
ture. Men, too, may find the fulfillment of their masculinity in their 
ability to have children and provide for their development to ma- 
turity. Thus, marriage usually coincides with and enhances the attain- 
ment of a variety of social and emotional goals. Men desire marriage, 
in short, because— in our culture— it offers the maximum promise of 
satisfaction for a complexity of biological, psychological, and socio- 
cultural goals. Despite the chance that “you can ’ave it all, and not get 
'ooked,” the odds favor marriage. 

Why do some people choose to remain unmarried? 

A complete answer to this question would distinguish conscious 
and unconscious reasons. It might be argued that no one in our cul- 
ture chooses to remain unmarried and that a conscious decision of this 
sort is really dictated by unconscious feelings of guilt about sexuality, 
or of fear and hatred toward the opposite sex, or of deep insecurity 
with respect to oneself. The choice of the celibate life is made in the 
face of powerful social forces and such a choice is applauded, in our 
culture, only if there is a sense of renunciation for the sake of great 
artistic, social, or religious purpose. In general, if one is not married 
to a spouse, one is expected to be married to a cause. ‘ 
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One cannot, of course, be dogmatic about such matters. The social 
goals of happy marriage are not necessarily the total goals of a culture. 
Those who marry "give hostages to fortune,” and those who do not— 
historically, at least— sometimes become saints or martyrs, discoverers 
or philosophers, scientists or creative artists of the highest genius. The 
person who "chooses” not to marry may well be neurotic, however, 
and is certainly socially deviate, but these are by no means the only 
criteria by which we evaluate his place in our culture. 

Are there some individuals who should never marry? Why? 

It is easy to assert that certain persons should never marry. In 
practice, however, most authorities are reluctant to be categorical. In 
most states, for example, marriage licenses will not ' be issued to 
actively syphilitic individuals or to those who are manifestly non 
compos mentis, but these, obviously, may be temporary rather than 
permanent contraindications to marriage. Hereditary feebleminded- 
ness and “incurable” insanity or epilepsy are reasons for legal steriliza- 
tion in many states, but the legal “capacity to give consent” may be all 
that is required for marriage. One may therefore distinguish those who 
should not have children from those who should not marry at all, but 
legal definitions in either area are most difficult because of actual or 
potential threats to civil liberties. 

If one cannot dictate, one may nevertheless advise. Considering the 
probable fate of the marriage and the social consequences, most au- 
thorities recommend that the'following should not marry: (1) persons 
with inherited degenerative diseases; (2) the feebleminded who require 
institutional care; (p) chronic epileptics who need constant super- 
vision; (4) persons who have chronic or recurrent, severe (psychotic) 
mental illnesses; (5) confirmed homosexuals; (6) chronic, severe,. alco- 
holics; (7) persons of adult years who have never achieved and show 
no promise of emotional and intellectual emancipation from parents 
or parent-substitutes; (8) those who, for whatever reason, cannot toler- 
ate the restrictions of marriage; and (9) individuals so dedicated to 
causes or careers as to preclude the kinds of emotional comi^itment to 
another person usually required for marriage. Ideally, therjefore, per- 
sons should not marry who do not meet certain standards 0f eugenic 
suitability, emotional maturity,r and general capacity for social adapta- 
tion. In practice, however, the “expert” has to gear his advice to the 
particular individual and the specific situation. 
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Why do some persons marry at an early age? 

The phrase "at an early age” should be thought of here as refer- 
ring mostly to “teen-age marriages,” but in a broader sense, it might 
apply to any impulsive or ill-considered marriage. Age is not the sole 
criterion, but it is nevertheless true that the “mortality” rate of early 
marriages is hign. The old adage is still valid: “Marry in haste and 
repent at leisure.” 

Reasons for early, marriage include the following: (1) the girl is 
pregnant; (2) one or both partners wish to escape disagreeable homes; 
(3) one or both partners are in rebellion against parental discipline or 
parental expectations; (4) the gallant boy wishes to “rescue” his girl 
from some unhappiness; (5) competition in dating is felt as too stiff, 
and “going stdhdy” does not provide sufficient security; and (6) the real 
or imagined threat of military service for the boy gives rise in the girl 
to fears of becoming an “old maid,” or in both boy and girl to fears 
that their happiness will not survive a long separation. Other, more 
neurotic reasons include: (1) flight from unconscious homosexual ten- 
sions; (2) fear of leaving the parental home and facing adulthood 
alone; and (3) a wide variety of emotional conflicts related to excessive 
narcissism and dependency strivings, for which marriage hopefully 
offers a solution. There are, of course, valid reasons for early marriage, 
particularly when both partners are emotionally mature, when the 
relationship has been tested by friendship and courtship of reasonable 
duration, and when other conditions are present— similarity of back- 
grounds, parental approval, etc.— that usually make for successful 
marriage. 

What are the effects of early marriage? 

Everything depends, of course, upon the relative maturity of the 
couplfe and their capacity for dealing with the restrictions as well as 
the delights of marriage. The prevailing pattern in early marriages is 
for one or both of the couple to continue in school, or to work, or 
both. Almost every university campus nowadays has young families, 
including children, in which both husband and wife work, go to 
school, and share in child care and homemaking. Financial support 
from the parents of the young •. ouple is taken for granted, at least 
during the years of continued schooling. 

Under favorable circumstances, the young couple “settles down,” 
gives aid and comfort to each other, and successfully meets the chal- 
lenge of their manifold undertaking. They enjoy together the excite- 
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ment of exploration and the fruits of achievement, and, in addition, 
they have a good deal of fun. Frequently, of course, the marriage fal- 
ters or breaks down because the load is excessive and the demands too 
great. The difficulty with most teen-age marriages is that the person- 
alities of the youngsters themselves are still too much in flux; their 
impulses are very strong, but their ego controls are stiil relatively weak. 
Moreover, they are likely to have rushed into marriage before the 
phase of nervous, anxious, and ambivalent romantic infatuation has 
resolved itself into a more solid and enduring “companionate” love. 
Beyond this, if the marriage has been largely a flight from some un- 
happiness or a rebellion against parental controls,., then the young 
couple’s expectations from marriage are likely to be grossly unrealistic 
and their emotional demands upon one another destiuctively exces- 
sive. This sort of thing happens at all ages, as any marriage counselor 
can testify, but although the teen-ager often has an advantage in 
resiliency, he is usually at a disadvantage as to stability, emotional 
maturity, experience, and the capacity to accept life’s harsh realities. 

What is sexual compatibilityT 

Sexual compatibility denotes a relationship in which sexual part- 
ners find a maximum of enjoyment, gratification, and fulfillment and 
a minimum of disappointment and frustration. The ideal of sexual 
compatibility is that of two people, madly in love, having simultaneous 
orgastic ecstasy every time they have sexual intercourse, and “. . . ’tis 
a consummation devoutly tQ be wished.” Students of sexuality know, 
however, that there are many forms and degrees of “being in love” and 
of “sexual gratification,” and that sexual compatibility is a matter that 
admits of many variables. In a narrow sense, sexual compatibility re- 
fers to the mutual physical gratification found in sexual intercourse: 
in a broader sense, sexual compatibility implies a happy admixture of 
closeness, tenderness, mutual enrichment, and sexual pleasure between 
two sexual partners. They usually go together because the one nour- 
ishes the other. 

What is trial marriage? What are the opinions of professionals on 

trial marriage? 

Trial marriage is a trial at marriage without the legal or clerical 
marriage service. The famous Judge Benjamin B. Lindsey of the Ju- 
venile Court of Denver (in the 1920’s) once shocked the nation by 
advocating legalization of trial marriages. A variation— the “com- 
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panionate marriage”— would include legal birth control, divorce by 
mutual consent if there were no children and no financial or other 
economic obligation on the part of either husband or wife toward 
the other. 

There has been relatively little discussion of “trial marriage” in the 
past twenty-five* or thirty years. It is unlikely that today’s men- 
tal health experts have given the matter much thought. One reason, 
undoubtedly, is that trial marriage” of sorts has become so common 
without legal sanction. We know from the Kinsey reports that while 
about 40 per cent of women born prior to 1900 had premarital sexual 
intercourse, the §gure for those born after 1900 is close to 60 |>er cent. 
Moreover, of those who had premarital sexual intercourse twenty-five 
times or more* 64 per cent had it mostly in the nude, i.e., under cir- 
cumstances at least approximating the privacy of marriage. Premarital 
sexual intercourse is, of course, no real trial at marriage, but it is nev- 
ertheless true that today’s “dating behavior,” much more than the 
old-fashioned courtship, often approximates a fairly effective, though 
unofTiLia!, trial marriage. Even this, however, is hardly the same as liv- 
ing together “in sickness and in health” over a long period of time. 

Another reason for decreasing interest in legalized trial marriage, 
perhaps, is that it is so easy— in many states— to get a divorce. If a mar- 
riage is not going well, particularly if there are no children, evidence 
of “incompatibility” or “mental cruelty” is sufficient to dissolve it. In 
effect, therefore, changing social attitudes and customs have diminished 
the pressures for legal trial marriage. 

The dangers of unsanctioned trial marriage, i.e., premarital sexual 
intercourse or “living in sin,” include disease, pregnancy, feelings of 
guilt, fear of exposure, and so on. These hazards have been somewhat 
mitigated by contraception, antibiotics, and motels, but the possibility 
of emotional complications remains. One partner may simply enjoy 
promiscuity while the other is looking for a mate. One may fall in 
love, and the other not. “Trial marriage” under these circumstances is 
little more than a trial at a sexual relationship, and although this may 
prove something, it does not prove everything as to how a marriage 
would go. 

Legalized trial marriage would offer many advantages over clandes- 
tine affairs. It would enable piospective marital partners to live 
together and to have sexual intercourse under conditions approximat- 
ing marriage. It would therefore be a much fairer “trial” than is now 
generally possible. At the same time, however, serious drawbacks 
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would remain. Trial marriage would be a continuation of the court- 
ship, i.e., both p»arties would still be “on their best behavior,” More- 
over, there is always conscious or unconscious resentment at “being on 
trial.” It is therefore diilicult to know how much would be proven by 
trial marriage, particularly since the crucial test of most marriages 
comes with the arrival of children. Finally, the whol^ notion of trial 
marriage— particularly if it implies legalized contraception and divorce 
by consent of both parties— is abhorrent to the most powerful religious 
groups and, therefore, as a matter of practical politics, could not be- 
come legal for many years. In any case, there is no consensus about 
trial marriage (and very little current discussion) a^ong experts in 
mental health fields. The more scientific of these experts would doubt- 
less want considerably more data than are presently available before 
committing themselves to an opinion. 

What is the function of the honeymoonf Can it have undesirable 

effects? 

The honeymoon permits the newly married couple to get better 
acquainted. From a social p>oint of view, it accelerates the transition 
from individuality to mutuality, from what is “mine or thine” to what 
is “ours.” The sexual relationship is now legally and socially sanc- 
tioned and occurs, often for the first time, under circumstances of real 
privacy, security, rest, and freedom from distractions. The wedding 
night can, of course, be a nightmare if the young couple is exhausted, 
homesick, and anxious, and if the first sexual experience constitutes 
what has been termed legalized rape. Ideally, the honeymoon calls for 
as much careful planning as the wedding itself and as much advance 
awareness of its p>ossibilities for good or ill. 

It is generally agreed that the bridal couple should plan the honey- 
moon together or that, in any case, the plans should not involve sur- 
prises for the bride that will do violence to her taste, her savoir faire, 
or her wardrobe. It should enable the newlyweds to be wrapped up in 
each other and therefore should not be combined with a convention or 
safari. Devoted to fun— in order to be a memorable time— it should 
nevertheless permit relaxation, repose, and mutual planning, and ex- 
ploration of both familiar and new interests. If it involves something 
of a splurge, it should prudently not exhaust the family goffers, un- 
less, of course, the young couple can cheerfully subsist on hamburgers 
for months afterward. There will be great individual variation, of 
course, depending upon the couple’s maturity, their sophistication. 
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and the quality and duration of their friendship and courtship be- 
fore marriage. 

Are sexual relationships reflected in most aspects of marriage? 

Yes, and vice versa. Advocates of sexual emancipation often as- 
sume that as th^ sexual relationship goes, so goes the marriage. It is 
probably just as accurate to state that as the marriage goes, so goes the 
sexual relationship., Actually, the sexual relationship and all other 
aspects of marriage are manifestations of a total interpersonal inter- 
action. This interaction is not limited to the marital partners; it in- 
cludes also children (if there are any), in-laws, and friends. Gratifying 
sexual relationships sustain a marriage and mitigate the stresses and 
strains of family life. Unfortunately, however, it can work the other 
way so that the demands of child rearing, the energies devoted to the 
care of in-laws, or the jealousies and competitiveness sometimes arising 
from social life adversely affect the sexual relationship. Certainly, a 
mutually satisfying sexual relationship may be the most important in- 
gredient in a happy marriage, but it may also be only one of several 
important factors, or it may not be a significant factor at all. 

Can marriage be successful without strong sexual relationships? 

Yes. Marriage serves many purposes and satisfies many needs. 
Although sexual gratification is an important component of most mar- 
riages, it is nonetheless true that happy marriages exist without sexual 
gratification. Age is a factor, of course, but so also are various emo- 
tional needs having to do with closeness, tenderness, sharing, and for 
example, rearing children or other joint creative projects. 

The term “strong” sexual relationships suggests other considera- 
tions It has already been indicated that satisfying sexual relations do 
not necessarily take the form of dramatic orgastic experiences. It is a 
clinical fact, moreover, that some of the most climactic simultaneous 
orgasms are achieved by individuals who deeply fear and hate each 
other, the physical experience expressing a passion more tinctured with 
rage than with love or tenderness. The ideal goal of marriage may 
therefore be one that includes intense sexual gratification and fulfill- 
ment for both partners, but theie are— be it said again— many happy 
marriages in which less spectacular sexual pleasure is the rule and is 
no more valued than the gratification of other physical, emotional, and 
intellectual needs. 
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What is the range of frequency of sexual intercourse in nusrriaget 

The extreme range is from no intercourse at all to several times 
during any twenty-four hour period. Relatively few young married 
women— less than 1 per cent, according to the Kinsey report— go with- 
out sexual intercourse entirely, and most of these few are married to 
sick, crippled, or overtly homosexual men. The majority of young 
married couples have intercourse two to three times a week. Between 
the ages of thirty-one to thirty-five, once or twice, a week is “average"; 
after forty, the frequency drops to about once a week; and after fifty, 
intercourse as often as once a week is the exception, although frequen- 
cies up to eight times a week were reported to the Kinsey group. 

What are the nomuH sexual activities in tnarriagef 

Authorities differ as to what are “normal” sexual activities. Some 
say that anything is normal that both partners find gratifying. Others 
amend this to state that anything is normal in the foreplay provided 
that it leads to sexual arousal and then culminates in “normal” inter- 
course, i.e., the penis fully penetrating the vagina with subsequent 
orgastic climax or, at least, mutual gratification and relaxation of 
sexual tensions. Ideas as to what is “normal" vary, of course, with pre- 
conceptions as to whether sexual intercourse is primarily for procre- 
ation, or for pleasure, or for both, and as to its proper place in the 
totality of the marital relationship. What is normal for a given mar- 
riage is determined, to a considerable extent, by the goals of that 
marriage. 

How important are the techniques of sexual intercourse? 

Very important, and yet never to be taken too seriously. For most 
couples the techniques of lovemaking are those that lead to spxual 
arousal followed by vaginal intercourse. Each couple has to discover 
from experimentation and experience the forms and patterns of fore- 
play that are most enjoyable and effective for them. Men sometimes 
have to learn that women are generally not as easily or quickly aroused 
as they themselves. Physical stimulation is more important , for women 
while psychic stimulation is often sufficient for men. I'Erogenoas 
zones" for both sexes include lips, ears, neck, fingers, and thighs, as 
well as nipples (particularly <or women) and genitals. The clitoris, 
moreover, corresponds to the penis in erotic sensitivity and should not 
be ignored either in the foreplay or in the position of intercourse. 
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The woman, on her part, may have to learn that she may be active in 
initiating and taking part in lovemaking (provided she does not pre- 
cipitate ejaculation prior to penetration) and that, in general, her ac- 
ceptance of her own sexuality and of her sexual partner may well be 
as important for him as his for her. Both partners will respect the 
aesthetic sensitivities of the other but, if necessary, will make an effort 
to overcome the sorts of prudishness and inhibition that represent a 
carry-over from early masturbation guilt or other attitudes not prop- 
erly attached to adult sexuality. Both partners, also, will do well to 
avoid what has been called “orgasm worship." The criteria for sexual 
gratification are^overall pleasure followed by relaxation, and whatever 
leads to these is “good technique." 

• 

Are any sexual activities, xvithin marriage, detrimental to mental or 
physical health? 

In general, no sexual activities are detrimental that give pleasure 
to both partners and that are followed by relaxation and re{>ose. By 
comiasi, sexual activities that are imposed upon one partner by the 
other, that arouse resentment, shame or guilt, or that result in tension 
and frustration may well be emotionally and even physically detri- 
mental. For example, couples sometimes use coitus interruptus, i.e., 
interruption of intercourse before the man ejaculates as a contracep 
tive measure. This may leave one or both partners with dammed-up 
sexual tension and dissatisfaction in every sense of the word. 

Considerations of mutual consent and mutual gratification are valid 
not merely for the sexual relationship, but also for the marriage as a 
whole. When the relationship is disharmonious and destructive, it is 
often difficult to determine whether the sexual life (in the narrow sense 
of the term) is at fault or whether there ’S some more pervasive in- 
compatibility. If marital partners are able freely to discuss their likes 
and dislikes, to experiment and thereby work out patterns of sexuality 
that are mutually satisfactory, their activities are not likely to be detri- 
mental to either. Excessive or neurotic demands or inhibitions on the 
part of one partner, however, are likely to lead to frustration and un- 
happiness for both. (See Frigidity; Impotence) 

Can infrequent sexual activity be detrimental to an individuals physi- 
cal or emotional health? 

No, not in and of itself. Much depends upon the individual’s 
sexual needs and expectations, as well as upon the frequency of arousal 
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and the variety of outlets available to him. In marriage, both partners 
—because of innate capacity, occupation, other interests, age, or other 
factors— may be quite content with infrequent sexual activity. Diffi- 
culties arise if the needs of one differ markedly from those of the other 
or if they have unrealistic ideas as to what is “normal.” A man, for 
example, with an excessive need to “prove” his potency will hardly be 
compatible with a frigid wife. Or, a couple — otherwise happy — may 
drive themselves into a frenzy trying to achieve an ecstasy they have 
read about or imagined. Each couple must find its own sexual pattern. 
Even in marriage the situation may, for one reason or another, be 
essentially that of celibacy, and the solution may be^in spontaneous 
outlets such as nocturnal emissions or orgasms. Frequent arousal with- 
out some sort of consummation can, of course, be detrimental if only 
in terms of tension and dissatisfaction; here again, the situations are 
comparable to those of frigidity and impotence. 

What are the most common sexual problems in marriage, aside from 

sterility, frigidity, or impotence? 

Sexual problems, including those mentittned in the question, range 
from those caused by ignorance or thoughtlessness to those arising from 
unconscious neurotic attitudes or conflicts. One set of problems, al- 
ready mentioned, stems from overly rigid attitudes about lovemaking 
or perfectionistic expectations’ as to the sexual response. Another set, 
closely related, derives from an overemphasis upon physical gratifica- 
tion at the expense of closeness, tenderness, and manifestations of 
mutual acceptance. It helps sometimes to remember that sexual inter- 
course is a psychosexual relationship, not simply a physical one. 

Difficulties arise when one partner is interested in intercourse and 
the other is not. This is inevitable at times, and is “bad” only if the 
other partner is unduly wounded, the “wound” being mostly to his 
narcissism. Couples often make the mistake of attempting intercourse 
when unduly tired, preoccupied, or distraught. Gratifying sexual inter- 
course under such circumstances can, of course, be a comfort and a 
source of renewed hope, but the percentage of failures is bound to be 
high. Unvoiced fears of pregnancy, the presence of children in the 
same or adjoining room, or any other situation that precludes com- 
plete privacy and abandon, all tend to interfere with sexua| happiness. 
Many— perhaps most— young Couples in our culture requii^e time and 
patience to overcome early attitudes of shame, fear, and guilt with re- 
spect to seeing, touching, and otherwise enjoying each other’s bodies. 
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in learning and creating* together the optimum conditions for mutual 
physical enjoyment, and in working out the most satisfactory total emo- 
tional and physical interaction that spells psychosexual gratification. 
(See Frigidity; Impotence; Sterility) 

What are sensible ways of handling these problems? 

The first step, perhaps, is discussion at home. The couple that can 
acknowledge a problem and talk about it frankly and dispassionately 
will frequently find a solution. Beyond this, reading may offer guid- 
ance for those who have not been well prepared for marriage. Recently 
published textbqoks for high school and college courses on “Marriage” 
or “Marriage and the Family” are generally frank, thorough, and realis- 
tic. For untutored couples, such books can be both informative and 
reassuring. Marriage counseling is a next step to be considered. %Vhere 
to turn is often a problem, but possibilities include the family doctor, 
the minister, rabbi, or priest, a family service or counseling agency or— 
for such problems as frigidity, sterility, and the like— a gynecologist, 
psycItiaLi I.>i . or clinic devoted to such problems. Effective help may take 
the form of information or advice and range all the way to medical- 
including psychiatric or psychoanalytic— treatment. (See Marriage 
Counseling) 

How do the sex drives of husband and wife compare at different 

ages? What does this demand in sexual adjustments? 

There is, first of all, a good deal of individual variation regardless 
of age. Due to innate biological nature or to the circumstances of 
rearing, some individuals have a goexi deal moj e sex drive than others. 
Other variables include general physical health, occupation, extent and 
nature of intellectual, cultural, and commurity intere.sts, and of course, 
degroes of neurotic conflict. The fact that couples over fifty years of 
age vary in the frequency of sexual intercourse from zero to eight times 
a week indicates both the range of variation and the fact that age is 
but one of multiple factors. 

From a statistical point of view, the Kinsey reports came up with 
the puzzling facts that men reach the peak of their sexual interest and 
potency at about the age of twenty, and thereafter gradually decline, 
whereas women— much slower to develop fully their capacity for sexual 
response— do not reach the zenith of their sexual interest and respon- 
siveness until thirty-five or even forty, a state of affairs that persists well 
into the period when men’s potency is very much on the decline. This 
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would appear to indicate a situation inimical to perpetuation of the 
species. Certainly it would be odd if men were most potent when 
women were least interested and responsive, and vice versa. 

Subsequent studies have pointed up other factors. It would appear 
now that although men do indeed achieve maximum potency early, 
there is still a gradual increase during the twenties find only a very 
gradual decline from about thirty to forty-five. Women, on their part, 
approach their peak by about the age of twenty-five and the curve of 
their interest and responsiveness closely parallels that of men from that 
age onward. It seems evident that the data about women depend con- 
siderably upon the sample. Women who are exhausted by children or 
careers, who are annoyed by the use of contraceptives, or who are 
constantly fearful of pregnancy, for example, are likely no vary mark- 
edly from those, on the one hand, who are largely free from these in- 
fluences in their younger years or, on the other hand, who achieve such 
freedom with the menopause, and perhaps for the first time, enjoy 
uninhibited sexual intercourse. In any event, it seems that the princi- 
pal differences are in the early years— say, from the ages of eighteen 
to twenty-five— and that it is up to young husbands to understand the 
situation and await patiently the time when their wives will “catch up.” 
And if it does turn out— after the age of forty-five or so— that the hus- 
band's potency declines while the wife is still at her peak, then it will 
be her chance to be patient and understanding. 

Is infidelity a sign of psychologjiced upset? 

This is certainly one possibility. The term “psychological upset” 
needs further definition because it may imply anything from a spiteful 
reaction during a quarrel to deeply neurotic conflicts infusing an en- 
tire marriage. Also, a husband’s emotional upset may cause him to be 
unfaithful, or his wife to be so, and vice versa. The range of possibili- 
ties may be suggested by a few examples: (1) Husband and wife quar- 
rel, husband goes to a bar, gets drunk, and picks up a prostitute. 
(2) A couple has a child, the husband cannot tolerate his wife’s devo- 
tion to the infant and .so turns to another woman for a more “exclu- 
sive” relationship. (3) tiusband and wife are approaching, middle age, 
are (perhaps unconsciously) “threatened” by declining s^ual attrac- 
tiveness and prowess, and (one or both) start having affairs to “prove” 
that nothing has changed. (4)- After a few years of marriage, the wife 
becomes a “golf widow” or “business widow” or some odter kind of 
“widow,” and so turns to someone else for attention, admiration, and 
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sexual gratification. (5) Unconsciously one or both marital partners 
have married spouses who can be admired, adored, and respected, but 
with whom sexuality is (again unconsciously) felt as gross, dirty, and 
forbidden: sex is therefore enjoyable only with a “degraded” love 
object, a "prostitute type” or the male equivalent. Most authorities 
would agree th|t psychological upsets— superficial or deep— exist in all 
of these situations, and dozens of others that might be listed. 

Can there he it^delity without extramarital sexual activUiesJ 

There are several definitions of “infidelity,” but by any of them it 
can occur withgut extramarital sexual activities. By the same token, 
however, there may be extramarital sexual activities without infidelity. 
As has been Stated, there can be many kinds of marriage, but there 
must always be an understanding, an agreement. Infidelity consists in 
abrogation of an agreement, treachery with respect to an understand- 
ing, and deceit. In a narrower sense, of course, infidelity means any 
violation of the marriage contract, and here everything depends upon 
the tcii‘ 1 ^ of the contract and how they are understood by the pair 
that has agreed to them. 

It is hardly to be expected that all of one’s physical, emotional, and 
intellectual needs will be fulfilled by or with one's spouse. This is why 
couples have a social life with other couples and why husbands spend 
time with other men, and wives with other women. The situation 
becomes more complicated when a husband turns to “another woman” 
(or the wife to another man), but many things are possible within the 
framework of a marriage provided there is mutual understanding and 
consent. Thus, infidelity is partly a matter of ihc formal marriage con- 
tract and partly a matter of how a married couple has agreed to under- 
stand and abide by it. 

What are the usual causes of infidelity? 

Infidelity is most commonly the result of a search for something- 
sexual gratification, companionship, a sense of acceptance, etc.— not 
found in the marriage. It is the result of sexual incompatibility in the 
literal or in the broadest sense of the term. Often it represents an 
escape from the restrictions or responsibilities of marriage, and “incom- 
patibility” serves as a convenient rationalization. Unconscious wishes 
for infantile or other neurotic gratifications are frequently the real 
motivating forces in a new infatuation or extramarital affair. The un- 
feiithful man or woman has a “need” to deny unconscious homosexual 
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impulses or (often related) to keep “proving” his masculinity or her 
femininity. The neurotic "divided love object” is frequently involved; 
tlie spouse is highly respected and loved spiritually, but “gross” sexual 
strivings can be gratified only with other, degraded, and depreciated 
love objects. The unfaithful person is not uncommonly unconsciously 
in competition with his children, and he turns to angextramarital re- 
lationship in which (hopefully) he can be the “only one.” In this as in 
many other ways, infidelity represents the pursuit of a will-o’-the-wisp, 
an unconscious attempt to return to the earliest, most gratifying rela- 
tionship with an all-giving mother. 

What problems might result when a wife uses a^eemera to inter- 
course as a reward, and refusal as a punishment? ^ 

The romantic belief that sex and love go together blinds us to 
the harsh fact that sex sometimes gets involved in power struggles and 
in the “war between the sexes.” If sexual intercourse is part of a “re- 
ward and punishment” relationship between marital partners, it may 
only reflect the way both of them were brought up and may therefore 
seem the natural way to live. Unless such a wife has a docile school- 
boy for a husband, she has two strikes against the marriage. The 
husband’s inevitable— conscious or unconscious— resentment will cause 
him to withdraw from her, and probably to retaliate. He may become 
impotent and he is likely to become unfaithful, in fantasy if not in 
fact. Divorce becomes a possibility. The use of sex as a weapon is, in 
short, not likely to make for. a happy marriage, and indeed is not likely 
to happen with reasonably mature marital partners. 

Can marriage be successful without the partners being in love? With 
one of the partners giving more love than the other does? 

The answers to these questions must be equivocal. If one goes by 
surface appearance alone, then the answer to both is, “Yes.” There are 
many successful marriages without the partners being in love, at least 
in any overt romantic sense of the term. Actually, romantic love may 
simply be infatuation— what one writer has called cardiorespiratory 
(palpitating and breathless) love— and a kind of adolescent illness. If 
love is defined in terms of companionship, friendship, mutual helpful- 
ness and sharing, or even mutual convenience— with or without gratify- 
ing sexual relationships— then the answer becomes, “No.” There must 
be some kind of love for a marriage to work. 

From a different perspective we can imagine a “successful marriage” 
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based upon hate. Here we assume the “successful" interaction of basic 
needs not customarily thought of as love. 

Situations of unequal giving and receiving likewise de{}end upon the 
emotional needs of individual men and women. A woman, for 
example, who gives everything and gets very little in return may 
nevertheless be |leeply gratified (unconsciously, perhaps) in terms of 
strong maternal impulses or masochistic traits. Appearances are no- 
toriously deceptive, and we have to assume that most marriages that 
last are successful marriages— whatever may be on the surface— because 
of the fact that the unconscious forces that brought the couple together 
in the first plac^ arc still very strong. A common example is that of 
the wife of an alcoholic husband— a familiar figure in social agencies. 
She comes frequently, she wants help, she plans to separate from her 
iiusband if he cannot be cured, but over the years very little happens 
except that history repeats itself. To a discerning eye it soon becomes 
apparent, in such cases, that the wife gets unconscious vicarious grati- 
fication from her husband’s drinking, or (again unconsciously) gloats 
ovei his weakness and impotence, or unconsciously needs (even “en- 
joys") the punishment she absorbs from this cross she has to bear. 
Some marriages work out very well, then, with the husband or wife 
the all-giving “mother” and the other one the pampered child. 

Can a marriage he successfttl when a career or job consistently re- 
quires most of a person’s interest and energy? 

This kind of situation puts a tremendous strain on a marriage. 
Again, however, there are many factors to consider. If both husband 
and wife have absorbing careers, both may be satisfied with what 
energies remain for the marriage. This is quite possible if there are no 
children, if the children are grown, or with children, if there is ample 
money for servants. If it is the husband who is so absorbed in business 
or other career, this may bother the wife very little if she has children 
or other interests of her own, although she may insist on taking her 
husband away for an occasional vacation. It makes a lot of difference, 
too, whether “home" is an apartment or a house and rvhether going 
to the office takes minutes or hours. In other words, the burdens of a 
busy career will affect a marriage less if other demands for time and 
energy are minimal. Generally speaking, however, a successful marriage 
itself takes time, energy, and interest, and a job or career that consumes 
most of these is likely to destroy the marriage, whether it is formally 
broken or not. 
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Can a tnarriage be successful when the husband and wife must be 
apart frequently and for considerable periods of timet 

There are many such marriages. Frequent or prolonged separa- 
tions are difficult, and may prove "fatal” for some; but they certainly 
do not preclude successful marriage. Despite the hazards there are 
happy marriages among traveling salesmen, actors and Actresses "on the 
road,” Navy personnel, fishermen, merchant seamen, professional base- 
ball players, and a host of others who must adjust to frequent or long 
separations. Having an invalid mother-in-law in the home, for example, 
might put just as great a strain on a marriage. These separations or 
"strains” are but some of many elements in marriage and they must 
be weighed along with community patterns of living, individual capaci- 
ties for abstinence, the presence of children at home, pftrallel careers, 
and so on. 

Is it possible for a husband or wife to "outgrosi/* his or her mate 
intellectually, emotionally, or sodallyt What can the partners do to 
improve such a situation? 

"Washington,” said the wife of Justice Oliver Wendell Holmes, 
"is full of famous men, and the women they married when they were 
young.” Whatever one makes of this mot, it does illustrate the point 
that circumstances often affect the mutuality of marriage. A young 
doctor after ten years of higher education marries a pretty nurse who 
completed high school prior to nurses’ training. They have in common 
their youth, their physical attraction for each other, and their profes- 
sional work. A few years later all they have in commem may be their 
children. Another doctor, on the other hand, marries a giaduate of 
Bryn Mawr and the Junior League only to divorce her for his office 
nurse. One may "outgrow” the other, or their paths may simply diverge. 

The best treatment is prevention. Granting the exceptions, marital 
partners should have similar backgrounds— similar, that is, as to race, 
age, economic status, education, and cultural traditions. Despite the 
claims of "true romance,” the odds are against the prince who marries 
Cinderella, the heiress who elopes with the chauffeur, or the aging 
dean who marries a co-ed. Statistics favor the lad who marries the girl 
next door. 

If a marriage begins with a community of interests, it is unlikely that 
one partner will "outgrow” the other. When this appears to happen, 
it is frequently because one partner forges ahead because of neurotic 
ambition or the other lingers behind because of neurotic helplessness. 
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A reasonably mature couple will consciously counteract what tends to 
draw them apart by cultivating what they can share, whether old in- 
terests or new. The brilliant young executive and his “high school 
sweetheart” wife, or the glamorous movie star and her less scintillating 
husband, can still— if they will— go dancing together, bowl together, 
take up Frenchitogether, and travel abroad together. It is true that 
marked personality changes sometimes occur in one partner and not 
in the other. This m#y follow going off to war, or rearing children, and 
sometimes after psychoanalysis. Such changes affect the emotional 
balance of the marriage and may, indeed, completely disrupt it. Per- 
haps “outgrowing” is too convenient a word, a dubious rationalization. 
In any case, if such a couple cannot themselves prevent disruption, 
they need matital counseling or even psychiatric treatment. 
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What is sleep? 

Sleep is a normally occurring periodic state of rest for both mind 
and body, during which consciousness and ability to act are more or 
less completely suspended. 


Haw can you tell when someone is asleep? 

There are three ways of judging the presence of sleep: 

1) Subjective. When a person becomes progressively drowsy and 
then loses track of his surroundiijgs and the passage of time (in the 
absence of any disease or intoxication), he usually considers himself 
to have been asleep until the resumption of his awareness of the en- 
vironment. 

2) Behavioral. Closure of the eyes, increase in the depth and regu- 
larity of breathing, slowing down of bodily functions (including 
breathing and heart rate), cooling of the skin, relative immobility 
except for occasional changes in position, lack of response to events in 
the environment, and yet relatively easy arousability to a state of clear 
consciousness, all combine to give a behavioral diagnosis of sleep, 
especially if combined with the subjective statement of the sleeper as 
described above. 


3) Bioelectric. This is the most objective definition of sleep, although 
even here an absolute line cannot always be drawn between marked 
drowsiness and early or light sleep. This method involves the recording 
of electrical brain waves which can be picked up from metal wires 
glued on the scalp. The small electrical impulses put out by the brain 
travel along these wires, are amplified, and are recorded as wavy lines 
on a moving sheet of paper. The recording machine is called an electro- 
encephalograph, and the record of the brain waves is the Electroenceph- 
alogram or E.E.G. The E.E.G. is picked up from all over the surface 
of the head and during deep sleep it consists mostly of large, slow 


waves. As sleep lightens, the smaller and faster. When a 

person is awake the waves i ^nd smaller and display a 
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foirly reliable rhythm (about ten small waves per second) in the normal 
person. As drowsiness recurs, occasional large, slow waves reappear and 
become interspersed with sharper waves (“sleep spindles”) as the transi- 
tion into sleep takes place. 

Is sleep necessstryt 

As far as w^know, it is impossible for animals to survive without 
sleeping, even though it is possible to withstand limited periods of 
sleep deprivation. 

What amount of sleep does the average person require? 

People show great individual differences in this respect, and no 
adequate objective means of evaluating sleep requirement has yet been 
developed. The need for sleep varies during the individual's lifetime, 
beginning in early infancy. The newborn infant sleeps most of the 
time; older babies may sleep twelve hours out of twenty-four. During 
childhood the sleep requirement steadily diminishes until a leveling off 
takcb place in adolescence. The average young adult requires approxi- 
mately eight hours of sleep. The range in the adult population appears 
to be between six and nine hours, the average falling at around seven 
and one-half hours. Older people apparently require less sleep at night, 
although they frequently take short naps during the day. 

Why do different people need different amounts of sleep? 

The individual’s sleep requirement often appears to be related to 
factors such as temperament, body-build, and family characteristics. 
However, people can accommodate themselves tor long periods of time 
to a relatively limited amount of sleep. It also appears that certain 
people habitually sleep (or appear to sleep) longer than their actual 
biological needs dictate. In some cases excessive sleep may be a form 
of escape from unpleasant life situations. 

What effect does lack of sleep have on a person? 

Complete sleep deprivation cannot be endured for long without 
marked mental symptoms occurring. A person who tries to stay awake 
becomes progressively drowsy, particularly during the night when he 
is accustomed to sleeping and when all his bodily processes slow down 
accordingly. If a person goes without sleep for two or three days, he 
begins to have brief lapses of attention (“microsleeps”) lasting from 
one to three seconds, during which he is oblivious to his surroundings 
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even though he may appear to be awake. Any person who is kept awake 
for more than four days and nights will inevitably show progressive 
and severe signs of mental disturbance. However, it is rare for a person 
to be able to remain awake for such a period of time without extraor- 
dinary motivation to do so; even then he requires help from other 
people and the use of chemical stimulants as well as other methods for 
constantly rousing himself. Forced sleeplessness is aif ancient torture 
(known to the Spanish Inquisition as the tortura insomniae), and is 
brutally employed in modem times by police states to wring “confes- 
sions” from captives. (See Brainwashing) 

Is there a typical mental illness due to sleep deprivationf 

There are many individual differences in the form of psychiatric 
disorder that result from any form of stress, yet a general description 
of the psychosis of sleep deprivation can be given. During the first four 
days and nights there is a growing burden of drowsiness and an increas- 
ing frequency of “microsleeps.’^„ A sense of tightness or “pressure band” 
around the head often develops and creates the sensation that one is 
wearing a hat. Fine eye movements decrease and there is a tendency 
to stare. Illusions of movement may appear, such as vibrations of the 
wallpaper design, or fleeting “mice” or “roaches” glimpsed in the 
corner of the eye. As time goes on, two types of visual hallucinations 
are commonly experienced. The first to appear is usually. in the nature 
of a pattern: grillworks, netting, filigrees, laceworks, cobwebs, rippling 
water, or geometric designs'. The second type resembles a brief waking 
dream in which a complete imaginary situation is perceived. As sleep 
deprivation continues there is increased weariness, disinterest in the 
outside world, withdrawal, and preoccupation with bodily symptoms 
such as tingling sensations and muscular aches and pains. 

After 100 to 120 hours of complete sleeplessness, periods of full- 
blown psychosis appear with progressive frequency. The visions become 
more prolonged and may be frightening. Auditory hallucinations and 
other sensations may supplement the visual ones. The person’s face be- 
comes elongated and mask like, with a characteristic furrowed brow 
and a hollow-eyed, suspicious stare. His thinking becomes markedly 
confused. False beliefs (delusions) gradually develop a| the subj^’ct 
(now better called the “patient”) becomes disoriented ifor time and 
place and finally may even' be unable to identify the pfsople around 
him. The clinical picture is that of a toxic delirium with features of 
paranoid schizophrenia. 
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Is lack of sleep always dangerous? How long do its ill effects continue? 

In addition to the danger of the acute psychosis of sleep depriva* 
tion described above, latent mental illness may be precipitated by a 
prolonged vigil. One man who stayed awake for seven days and nights 
was not only delirious during most of the last half of his ordeal but for 
six weeks afterward suffered from lapses of awareness and periods of 
amnesia. Anotho" man who stayed awake for over 200 hours developed 
all the signs of met\|al illness noted above; although the more severe 
symptoms abated within a day or two after his deprivation ceased, it 
was possible to measure some degree of impairment in mental func- 
tions as long as* ten days afterward. Most normal people who suffer 
shorter periods of sleep loss will find that one good night’s sleep appears 
to counteract* most of the ill effects. But mental patients who were 
greatly improved have been found to redevelop their previous severe 
symptoms following a period of sleep deprivation. 

Is sleepiness a sign of laziness or low intelligence? 

NwJ 3 t all. Some brilliant, productive people require nine or more 
hours of sleep routinely, while others report the ability to get by for 
long periods of time on five hours or less of sleep. By the same token 
there are mentally retarded individuals who are very restless and seem 
to have abnormally low requirements for sleep. Some mental defectives 
appear to be dull and lethargic, but the actual time they spend sleeping 
may not be abnormally high. 

Can a person train himself to require less sleep? 

It is unlikely that practice will alter aiiv individual’s biological 
requirement for sleep. However, a person may discover that he can get 
along on less sleep than he had previously supjwsed, without experienc- 
ing significant impairment in his performance. Ultimately, each in- 
dividual's requirement asserts itself in terms of his actual craving for 
sleep and his resulting behavior. 

Do physically sick people need more sleep than people who are 

healthy? 

While many individuals suffering from physical illnesses require 
more rest than they would if they were well, they may not actually re- 
quire more sleep. In fact, if their illness decreases the amount of 
physical exercise that they are accustomed to, their sleep requirement 
may decrease rather than increase. Of course, if exhaustion is a feature 
of their illness, an increase in sleeping is likely to occur. 
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Are sleep patterns the same in different human culturesf 

There are remarkable similarities in the sleep patterns of human 
beings all over the world, although there are also differences which may 
be related to cultural and geographical factors. On the whole, the 
human appears to have adapted himself to life on a planet that rotates 
once every twenty-four hours and on which it is profitable to be active 
during the daytime when it is light and to rest at night when it is dark. 
This seems to have resulted in a more or less rniversal mental and 
bodily rhythm in which the metabolism is higher during the day and 
lower during the night. This rhythm is called the diurnal cycle. How- 
ever, within the limits of the diurnal cycle, considerable variations can 
be found. In tropical climates a period of sleep during the heat of the 
day is common, with a resulting decreased nocturnal 'sleep require- 
ment. In far northern regions, people appear to get along on less sleep 
during the precious and relatively few long days of summertime and to 
make up for it by sleeping for longer periods during the long dark 
winters. Not always without difficulty, workers who are employed at 
night are able to reverse their diurnal cycles, although the cycle con- 
tinues to be twenty-four hours in length. It has been found that the 
length of the cycle in some individuals can be altered if the myriad and 
complex influences of man’s usual twenty-four-hour day can be re- 
moved, but it has been difficult to accomplish such environmental al- 
teration and further studies of its effects are needed. 

Why does sleep sometimes seem more refreshing than at other times? 

The subjectively satisfying quality of sleep is based on psychologi- 
cal differences that are best understood in terms of the individual’s 
attitudes about what he is looking forward to when he wakes up. How- 
ever, some physical factors may play a role. Sleep that is frequently in- 
terrupted may be less refreshing. Physical tensions may persist to a 
remarkable degree during sleep. Troublesome dreams may have a dis- 
turbing effect. Uncomfortable night clothes, extremes of temperature, 
and other environmental influences may diminish the rcstfulness of 
sleep. 

One often hears strong opinions about the value of fresh air, bed- 
time snacks, etc,, in aiding sleep. Are these things important? 

Such factors appear to be based almost completely upon individual 
learning and experience. The attitude that one takes toward the sleep 
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situation unquestionably has considerable influence upon the pleasure 
and satisfaction one obtains. 

Does everyone move around during his sleep? 

Movements during sleep occur on the average of once every twelve 
minutes. They a|e unlikely to occur during periods of dreaming, but 
at the end of mcnt dreams there is a major bodily movement of some 
kind. (See Dreams) /Certain habitual movements during sleep (such 
as grinding the teeth or “bruxism”) are considered to be manifesta- 
tions of tension states. 

Is sleep ever used to treat mental illness? 

• 

Yes, and this has been true since ancient times. Recently there has 
been a revival of interest in sleep therapy as a formal method of 
treatment in psychiatry. However, the term “sleep therapy” may be 
somewhat misleading. Treatment is accomplished, usually over a 
period weeks, bv the frequent administration of sedatives. A better 
term might be “stupor therapy,” since the patient spends most of the 
time in a semicomatose state under the influence of medication. His 
state cannot properly be termed sleep. In the treatment of cases tvhere 
exhaustion and sleep deprivation play an important role in the develop- 
ment of the illness, the curative effect of sleep will be dramatic. In 
chronic mental conditions the indications for sleep therapy are not 
too clear; varying results have been reported by difl!erent investigators. 
In minor psychological disturbances sleep is often most helpful, living 
up to its designation as “the balm of hurt min i-..” 

Is hypnosis a form of sleep? 

Hypnosis is not a form of sleep. The hypnotized subject is awake 
in terms of E.E.G. criteria. (See Hypnosis) However, when tlte subject 
is in the deepest levels of hypnotic trance he may make a transition 
into actual sleep, a transition which is determinable by E.E.G. criteria 
but which is imperceptible by behavioral criteria. 

Can someone sleep too much >r his own good? 

Certainly this is possible in terms of psychological and social 
criteria. However, it is unlikely that a normal p>erson can harm himself 
by the simple process of sleeping. 
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What i$ sleeping skknesst 

Sleeping sickness is a form of encephalitis or inflammation of the 
brain, which causes prolonged periods of coma. The coma may re- 
semble sleep, but it is not sleep as we ordinarily think of it. There is 
no sickness that is caused by excessive sleeping, and ordinary sleep 
does not become excessive as the result of any illn^s except certain 
brain diseases in which the sleep control centers of th* brain are. them- 
selves, affected. 

Can people team while they are asleep? 

This is a disputed point. At the present time the most valid 
observations indicate that learning cannot be effected during true 
sleep. However, all of the time a person spends in bed may not be 
spent actually sleeping. Methods of “sleep teaching * that employ con- 
tinuous tape recordings or similar devices may produce a certain 
amount of learning during those periods, between the time the person 
goes to bed and the time he arises, when the “sleeping’* listener is 
actually awake by E.E.G. criteria. 

Why do some people talk in their sleep? 

We do not know the answer to this question, nor can we be certain 
that “sleep talking” is always related to a dream, although this seems to 
be the case. In fact, it has been found that some people apparently 
talk in their sleep during periods when they are presumably not 
dreaming. (See Dreams) 

Why do some people walk in their sleep? 

Except in small children, sleepwalking is likely to be related to 
an emotional disturbance. Sleepwalking, or somnambulism, usually in- 
volves a reenactment of events or fantasies from everyday life that have 
special significance. Somnambulism is related to certain other condi- 
tions (fugues, multiple personalities, amnesias) generally classified by 
psychiatrists as “dissociative reactions,” a group of psychoneuroses re- 
lated to the hysterical reactions. The sleepwalker's eyes may be open, 
but, as was observed of Lady Macbeth, “their sense is shpt. 

Why do some people wet the bed during sleep? 

This is a normal phenomenon in small children. Control of the 
bladder takes longer to establish than control of the bowel, and oc- 
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casional bed-wetting (enuresis) may persist up to or even beyond the 
age o£ five in normal children. In such cases enuresis usually occurs 
during very deep sleep preceding the first dream of the night. Habitual 
bed wetters (enuretics) in late childhood or adolescence usually have an 
underlying emotional disturbance requiring psychiatric treatment. 
Adult enuretics ^present a special psychiatric problem. Detailed ob- 
servations of su^ individuals reveal that their bed-wetting usually 
occurs toward morning, often during a period of actual wakefulness, 
by E.E.G. criteria, though behaviorally the person appears to be asleep. 

It should be kept in mind that certain individuals who suffer from 
seizures (epilepsy) may lose control of their bladder as the result of an 
attack that occurs during sleep. This is not to be confused with 
enuresis. 

Can seizures or epilepsy cause sleep? 

The stupor that follows an epileptic attack is not the same as 
ordinary sleep. However, there is a form of convulsive disorder called 
narcole/jiy which is manifested by occasional seizures of sleeping. In- 
dividuals suffering from this illness, which resembles epilepsy in some 
respects, are easily differentiated from the individual who is constantly 
falling asleep because of fatigue or boredom. The narcoleptic’s attacks 
of sleeping are abrupt, are difficult or impossible to prevent without 
special medication, come at irregular times, and last for short periods. 
They are “fits” of sleep rather than periods of sleepiness. (See Epilepsy 
and Other Paroxysmal Disorders) 

Do people often die during their sleep? 

Yes, particularly the very old and the very young. In fact, it often 
appears that nature kindly provides for a gentle transition between 
normal sleep (“the death of each day’s life”) and that long sleep which 
is the final part of every life. 

What is insomnia? 

“Insomnia” is a term used to describe a person’s inability to sleep 
when, or as much as, he would like. Normal people occasionally have 
nights when sleep will not come* a certain amount of insomnia is not 
harmful and should be disregarded. Persistent insomnia may be a 
symptom of an emotional disturbance. Anxiety frequently causes a 
form of insomnia marked by frequent awakenings during the night. 
Tension or strong feelings of anger and resentment frequently lead 
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to inability to fall asleep at the usual time upon retiring, although 
sleep may then proceed normally when it finally comes. The depressed 
person often finds himself awakening earlier and earlier in the morn- 
ing, being unable then to return to sleep, and suffering from the most 
gloomy thoughts and hopeless feelings during the hours before dawn, 
when vitality is at its lowest ebb. 

What should a person do if he suffers from in/omniaf 

Mild forms are best treated without medication. Caffeine, nicotine, 
and evening excitement are frequently the villains. Often a change in 
the routine of life, including regular exercise and Mser eating habits, 
will correct the condition. Persistent or more severe degrees of in- 
somnia should be considered possible symptoms of illness, and the 
sufferer should consult his physician. 

Are sleeping pills dangerous? 

Of course they are. In the first place, any chemical that is capable 
of producing sleep is capable, in large enough dose, of producing death. 
Many sedatives are actually addicting in their qualities. (See Narcotic 
Addiction) Others, which have been called harmless or not habit 
forming, if used regularly become a crutch on which a person un- 
healthily depends. Recently there has been a regrettably growing 
tendency toward reliance on pills and capsules for tlie control of vari- 
ous normal functions (bowels, appetite, sleep, and wakefulness, etc.). 
There are many people whose entire daily cycle is controlled by a 
round of morning stimulants, daytime tranquilizers, and nighttime 
sedatives. This is a most unhealthy state of affairs. Except in the actual 
hospital or outpatient treatment of a psychiatric illness, such a regime 
is best avoided. 

Is there anything important still to be learned about sleep? What 

kind of research is going on? 

The mystery of sleep is one of the most challenging subjects facing 
science today. At the present time we have some understanding of the 
brain mechanisms that regulate sleep and wakefulness. However, we 
have no basic understanding of the nature of the sleep requirement 
itself. Does the brain use up some substance during the day which can 
only be replaced during sleep? Does something accumulate in the 
brain during the day which can be replaced during sleep? Does some- 
thing accumulate in the brain during the day which is only eliminated 
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during sleep? What is the* nature of the mental illness that inevitably 
accompanies prolonged loss of sleep? How do the various mental and 
physical rhythms interact with the diurnal cycle that regulates sleep? 
What is the significance of the periodic lightening and deepening of 
the sleep itself, and how does it relate to the so-called “dream rhythm”? 
Is sleep merely a vehicle for dreams, or are dreams merely a side effect 
of the periods of ^ight sleep? What are the time limits of the periods 
we must spend sleeping in order for sleep to fulfill its restorative func- 
tion (to knit up “the ravell’d sleeve of care”)? How do we know when 
to wake up? Can some people set “inner alarm clocks,” or remain 
deeply asleep thro^ugh a thunderstorm only to awaken at a child’s faint 
cry? If so, how does it work? Will men in space stick to a twenty-four- 
hour day, or will some new sleep-wakefulness time cycle emerge for 
them? 

Do changes in sleep or dream rhythms reflect or predict some change 
in the mental status of psychiatric patients? Could studies of a person’s 
sleep patterns enable us to foresee an imminent acute personality dis- 
order? These and other related questions are now being asked, and 
answers are being sought by scientists in many centers, particularly 
in the Soviet Union, France, and the United States. It appears likely 
that important new advances in research on sleep, to be expected 
before men walk on the moon, will have great significance for the 
entire field of mental health. 
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What is social anthropology? 

Etymologically, anthropology is the “study of man." It has a grand 
conception of itself as a discipline encompassing man in all his dimen- 
sions (biological, psychological, and sociocultural), in all his habitats 
(from Paris to Patagonia), through time (up from the apes). Social an- 
thropology is the branch of anthropological study that seeks to formu- 
late general principles governing man’s social life from the more 
descriptive data of other branches, i.e., ethnology, linguistics, and phys- 
ical anthropology. 

What are the aims of anthropology? 

There are various, sometimes contrasting, foci of interest within 
anthropology. One set of interests has had to do with the universals in 
human culture. This iS in contrast to the interest in more specific di- 
versities among human groups. To the extent that anthropologists have 
been interested in universals, they have taken the overall view of cul- 
ture as a generally human phenomenon, of man as a single species, of 
evolution as a grand process encompassing the whole world. To the 
extent that they have been interested in comparisons, they have stressed 
diversity, emphasized unique features of particular cultures, and advo- 
cated the viewpoint that each culture must be understood relativis- 
tically, i.e., in terms of its own values and standards. Another set of 
contrasting aims has to do with the orientation of the total field. Those 
favoring the humanities as a model lean more toward the use of literary 
and artistic metaphors (e.g., themes in culture). This is in contrast 
with those who use the model of physics and choos^ their metaphors 
accordingly (e.g., equivalence structures, feedback mechanisms). The 
former stress the goals of enriching human understanding and wisdom; 
the latter emphasize classification, prediction, and control of the course 
of human culture. 
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JVhat is the history of anthropology? 

The origins of modern anthropology as a distinct academic disci- 
pline are usually considered to be marked by the work of Edward 
Burnett Tylor, whose book, titled Primitive Culture y was published in 
1871. His definition of culture, which is the key concept around which 
most of modern anthropology is built, still remains the most generally 
acceptable one. Culture, he wrote, is ‘"that complex whole which in- 
cludes knowledge, btlief, art, law, morals, custom, and any other 
capabilities and habits acquired by man as a member of society.*' Dur- 
ing Tylor's lifetime, there was a tremendous integrative effort, bringing 
together the scattered data that had been coming in through world ex- 
ploration, trade, conquest, and proselytization. James G. Frazer and 
Robert R. Marctt worked on religions, Alfred C. Haddon and Augustus 
H. Pitt-Rivers on art and technology, William H. R. Rivers and A. H. 
Morgan on kinship and social organization, etc These scholars are re- 
ferred to as the “classical evolutionists*' because they sought to order 
their data on a preconceived evolutionary ladder of cultural develop- 
ment. The accumulation of knowledge in various fields felt to be in- 
tegrally related came to be one of the hallmarks of modern anthro- 
pology, and still serves as the binding force among the currently 
recognized subdisciplines. 

The next generation of anthropologists— developing early in the 
twentieth century— challenged the rigid schema of the classical evo- 
lutionists from several points of view. One influential set of challenges 
came from the group of anthropologists following A. R. Radcliffe- 
Brown and Bronislaw K. Malinowski in Englario, and Franz Boas in 
the United States. Radcliffe-Brown and Malinowski, both steeped in in- 
tensive field experiences with the rich fullness of life among primitive 
people and both impressed with the shortcomings of the historical re- 
constructions of the classical evolutionists, arrived at similar formula- 
tions. They stressed the merit of understanding sociocultural systems 
as integrated wholes functioning in a quasi-organismic mode, and sat- 
isfying or effective for their members not commensurately with their 
positions on an evolutionary ladder, but rather with their intrinsic 
functional properties. Both Radcl’ffe-Brown and Malinowski made 
great efforts to reorient at least the social anthropological branch of 
their discipline to more scientific conceptual frameworks. 

Boas and his followers, who include such eminent workers as Alfred 
L. Kroeber, Robert H. Lowie, Paul Radin, Ruth Benedict, Margaret 
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Mead, etc., were similarly disenchanted with the classical evolutionist 
scheme. Their researches indicated that the earlier preconceptions of 
culture history simply did not hold up empirically. It seemed to Boas 
and his group that the many refutations they were finding of the clas- 
sical evolutionist generalizations about human history made such grand 
schemes untenable pending further empirical study. They urged, in 
consequence, an intensive effort toward detailed historical reconstruc- 
tion of particular culture sequences— only after tghich would it be pos- 
sible to make adequate theories of man’s cultural history. 

What are the contemporary "school^’ of social anthgopologyi 

Broadly speaking, one can distinguish between the "functional- 
ists,” who have been especially influenced by Radcfiffe-Brown and 
Malinowski, and the "neo-evolutionists,” who have been interested in 
pursuing the classical evolutionists’ goal of historical reconstruction 
through the use of improved empirical materials, following Boas. Func- 
tionalists, like Meyer Fortes and Raymond Firth, are preoccupied with 
a detailed understanding of how contemporary societies work. They 
eschew historical speculations and the construction of grand sequences 
of cultural development. However, the functional model underlies al- 
most all social anthropological work, and the neo-evolutionists are not 
in any sense “nonfunctionalist,” or "antifunctionalist,” but devote 
their energies to somewhat different proximate goals. Julian Steward, 
who is the foremost exponent of this approch, performs functional anal- 
yses of his data, but is primarily interested in learning of the condi- 
tions that are necessary and sufficient for a society to develop from one 
“level of integration” to another more complex one. This understand- 
ing is based on actually observed sequences rather than logically and 
ethnocentrically plausible ones. 

Another kind of distinction is between those scholars who confine 
their analysis to one level of abstraction only (e.g., Leslie White, who 
considers anthropology the study of “culture”), and those who use a 
multidimensional approach. The latter, generally designa|ed the “cul- 
ture and personality” approach, is most germane to the interest in socio- 
cultural factors in mental illness and health. 

What is the distinction between culture and social structuttef 

Both culture and social structure are abstractions from the flow 
of patterned activity of people in social groups. In general, culture is 
the abstraction made to encompass what is done (the “heritage,” the 
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“shared belief” system, the values, the products, etc., of a social group). 
Social structure is the abstraction made to encompass the patterned 
relationships among people in their social life (their role-relationships, 
systems of authority, and decision-making, etc.). Culture and social 
structure are interpenetrating abstractions, and for many purposes can 
be referred to jointly as the sociocultural system. For some purp>oses, 
however, the distinction may be very useful to make. In relating culture 
to mental disorder, f^r example, one would feel certain characteristics 
of cultural systems (e.g., conflicts in values) as potentially causative 
of mental disturbances, whereas if one were relating social structure to 
mental disorders pne might seek the high-risk points in certain roles 
(e.g., social roles that are subject to conflicting expectations, such as 
wives who have professional careers) more or less independently of 
cultural content. 

How many anthropologists are there, and where do they work? 

There are slightly more than three thousand associates of Current 
Anth topology, a recently innovated periodical, drawing on the partici- 
pation of professional anthropologists in all fields throughout the 
world. In the United States, there are about one thousand Fellows of 
the American Anthropological Association. Social anthropology, within 
this, is a comparatively small field. 

Most anthropologists work in universities. There are about one 
hundred and twenty institutions in the United States that offer a 
program of courses in anthropology (three hundred give at least one 
course, often taught by a nonprofessional). About fifty universities have 
independent departments of anthropology, and about forty have an- 
thropology departments combined with sociology. 

Social anthropology, unlike other branches of the field, does not pub- 
lish a separate journal, although the journal. Ethnology, comes close to 
focusing on the field we have in mind. Professional writings in the field 
of social anthropolog[y and mental health can be found in Human 
Organization, the journal of the Society of Applied Anthropology; in 
Behavioral Science; in the sociological and psychological journals; and 
in the journal for social scientists in medicine. Health and Human 
Behavior. 

What distinguishes the anthropological approach to problems of 

mental health from the approaches of other social sciences? 

The anthropological approach tends to be more holistic than those 
of its social science sister fields (i.e., it seeks to interrelate all aspects 
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of the social and personal situation, and to relate sociocultural phe- 
nomena to linguistic, historical, and biological data as well as the 
narrower spheres of interest usually demarcated by sociologists). 

Its approach is usually observational. It asks, “What is going on 
here?” rather than, “What can I demonstrate about the relationship in 
this situation of certain variables I have conceptually abstracted and 
for which I have developed precise instruments of i^easurement?” 

The participant-observer method is most characteristic of anthropol- 
ogists, and they consider this indispensable for arriving at a true under- 
standing of what they are studying. 

The anthropologist’s approach is also to be distii^ished from that 
of academic psychologists and sociologists by the anthropologist’s fasci- 
nation with the irrational and nonrational aspects o£» social life. Ex- 
perience with primitives, interest in religious, artistic, and other 
phenomena in cross-cultural perspectives have contributed to this view- 
point. 

This combination of factors— holism, comparative case analysis, his- 
torical and environmental interests in the case, emphasis on the human 
instrument and on an understanding of other than surface and rational 
phenomena— has drawn anthropologists toward collaboration with the 
more dynamic psychiatrists, particularly psychoanalysts. Among the 
anthropologists who were actively involved with psychoanalysis from 
an early point in the development of the latter discipline were G. R(i- 
heim, George Devereux, Alfred Kroeber, and Clyde Kluckhohn. 
Subsequently, several active partnerships developed between anthropol- 
ogists and psychoanalysts, yielding impressive contributions to the liter- 
ature of both fields (e.g., Abram Kardiner’s and Ralph Linton’s 
cross-cultural studies of “basic personality’’ structure; Jurgen Ruesch’s 
and Gregory Bateson’s studies of communication; Mjirvin Opler’s col- 
laboration with Thomas C. Rennie and others on community studies; 
William Caudill's collaboration with Frederick C. Redlich and others 
on psychiatric hospital studies, and so on). (See Communication and 
Mental Health; Personality; Psychoanalysis) 

What are the specific contributions of anthropology to thental health 
research? 

In the largest sense, it may be said that the whole fie^ of anthro- 
pology with its relativistic orientation has contributed fo a general 
perspective— namely that the concept of mental health is not to be seen 
essentially as the absence of mental illness. The study of values and 
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life in various cultural groups around the world shows that people can 
be mentally healthy or unhealthy in a variety of ways. Persons whose 
behavior would be termed mentally ill in our own society may under 
some circumstances be considered normal or even to have special gifts 
in other societies (e.g., shamans going into trance states in the course 
of religious or curing ceremonials). Behavior considered mentally 
healthy in our ot^n society might be considered abnormal in other 
societies (e.g., the piyiishment of children by beating them for mis- 
behavior). Furthermore, there are some kinds of disorders reported in 
other societies that may or may not be manifestations of essentially the 
same functional disorders known in our society, e.g,, the occurrence 
of “amok” in Malaya, “arctic hysteria” in the northern regions, 
“wiitiko” (windigo) among the Ojibwa, “frenzy hysteria” in Africa, 
“koro” in China, and so on. 

For many years, and in a great variety of contexts, Margaret Mead, 
perhaps the leading figure among contemporary anthropologists active 
in the mental health field, has tracked down and explored various di- 
menjious of the nexus between culture and mental health and mental 
illness. 

An outstanding contribution through the joint approaches of anthro- 
pology and rommunity psychiatry is by Alexander Leighton, a psychia- 
trist with extensive fieldwork experience in anthropology. In his 
“Stirling County Study,” he demonstrated a correlation between preva- 
lence of mental disorder and condition of disorganization in the social 
environment. The approach to the epidemiology of mental disorder 
that is distinctively anthropK)logical is that whole communities are 
studied in order to compare their entire yield of mental disorders, 
explaining the differences in terms of qualities of the communities 
themselves. The alternative approach, probably more favored in other 
disciplines, would be to choose particular situations that are hypoth- 
esized to be fraught with psychological hazard, e.g., the role of foreman 
in an industrial plant, the responses of individuals to disaster, etc. 

Modem work in this field has developed along several lines. Gregory 
Bateson, an anthropologist interested in communications theory, has 
collaborated with Don D. Jackson, a psychiatrist, and others to develop 
a theory of family relations in which the “double bind” pattern of 
communication is postulated to be intimately associated with the devel- 
opment of schizophrenia. Siegfried Nadel, a British social anthropolo- 
gist, produced evidence from his African studies that Nuba hill tribes, 
in which there were an ordered sequence of rites de passage in adoles- 
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cence and early marriage, had a more positive, optimistic view of life 
than did similar tribes in which these rites were lacking. John Whiting 
has indicated, through his cross-cultural studies, that the presence or 
absence of some of these rites de passage (e.g., male initiation rites in 
adolescence) is associated with the sleeping arrangements of the family. 
Where the children are very intimately and exclusively exposed to the 
female for long periods of time (e.g., through poly^my or long post- 
partum sexual relations taboos), there is a strong, female identification 
developed, which may be counteracted through such rituals or made 
itself felt in other ways, presumably with deleterious mental health 
consequences in some cases. 

Another area in which anthropologists have been active has focused 
on therapeutics. Studies of the lives of “primitive” curers and the social 
dynamics of their therapeutic stances have deepened our understand- 
ing of psychotherapy (for example, the work of Alexander I^ighton 
on the Navaho, George Devereux on the Mohave, Morris Opler on the 
Apache, Morris D. Carstairs and William Caudill on India and Japan). 

In our own society anthropologists like Caudill, Jules Henry, and 
Robert Rapoport have studied the functioning of psychiatric hospitals, 
seen as small societies, in order to illuminate the characteristics of the 
social environment that might contribute to or detract from tlie effort 
to help patients to be mentally healthier. (See The Therapeutic Com- 
munity) Ozzie Simmons and 'David Landy have studied some of the 
problems of making the transition from the psychiatric institution into 
the larger society, particularly into different family structures. Married 
ex-patients face challenges in the form of the familial role-expectation 
that are more exacting than those faced by single ex-patients. This may 
be faced as a challenge and yield improved mental health, or be experi- 
enced as stressful and result in rehospitalization. Marvin Opler has 
indicated some of the ethnic subcultural differences among American 
urban families that affect both etiology and therapy. Similar stresses 
of life tend to be reacted to among the Irish by drinking and among 
the Italians by more antisocial “acting-out.” Another kind of insight 
comes through the detailed study of how alien cultures are changing. 
The stresses and strains entailed in change are important factors in 
mental health. The study of how people undergoing change rope with 
the introduction of new institutions from Western society may con- 
tribute valuable principles for social and preventive psychiatry (for 
example, the works of Oscar Lewis, Benjamin Paul, George Foster, and 
John Adair). (See Social Change and Mental Health) 
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How may culture affect individual^ vulnerabUity to a mental ittnesst 

Through providing for individuals with patterned sets of child 
rearing experiences, patterned values of life, patterned types of living 
arrangements, work activities, and so on, cultures mold what Kardiner 
and Linton referred to as “basic personality structures” of social groups. 
These “modal” or basic traits of character found widespread in the 
culture can be traced to early childhood experiences and later sup- 
portive patterns ^ (^e culture as illustrated in Ruth Benedict’s Pat- 
terns of Culture. Some .such basic personality patterns can be seen to 
resemble, superficially at least, patterns well known to psychiatrists as 
indicative of m^tal ill health when found in persons presenting 
themselves in a “Western” clinic. There are too few careful studies of 
actual distribiftions of psychopathology in different cultures to offer 
more than suggestive impressions on the topic of the relation between 
the basic personality pattern prevalent in a society and the type and 
prevalence of mental illness to be found in the society. One study by 
Seymour Parker may be mentioned because of its detailed attempt to 
relate child rearing experiences to the special form of cannibalistic 
psychosis, wiitiko, found among the Ojibwa. He would see the disorder 
as stemming from early oral deprivations rather than from severity of 
the environment per se. (See Culture and Personality) 

Other ways in which a culture may affect the vulnerability of a 
person to mental illness may be through its mechanisms of preferential 
mating (and thus its patterning of genetic inheritance) and its habits of 
work and values associated with work. (In cultures where there is soli- 
tary activity under severe environmental expixure, as in many of the 
Arctic area cultures, one would expect different patterns of breakdown 
than in cultures where work is in groups, close to home, and less trying 
physically.) 

Culture also figures into the patterning of individual vulnerabilities 
in more indirect ways. One way is through its provision for the handling 
of unusual situations, i.e., situations for which there are no predeter- 
mined solutions, like disasters, forced migrations, rapid technological 
or sociocultural changes, epidemics, etc. Cultures vary in the degree 
to which they provide effective patterns that would .issist in coping with 
novel situations. (See Stress) 

It would seem, then, that individuals may be rendered vulnerable 
to disturbance, either through “normal” experiences in a sociocultural 
system where defects and stresses are built into the prevailing patterns. 



1904 Social Anthropology and Mental Health 

or through participation in unusual, deviant, or marginal types of 
experience for their society. 

Can cuiture affect the actual form of disorderst 

In addition to creating characteristic stresses that make individuals 
more vulnerable, cultures seem to contribute to the actual form and 
content of the disorders in several ways. 

Cultures and societies seem to affect the form o^ t6e symptomatology 
in terms of the ideas they sustain about what disordered behavior looks 
like (in effect defining unusual social roles into which disturbed per- 
sons can fit, comparable to the more usual ones li^e husband, chief, 
etc.). They also seem to mold the form taken by disorders in terms of 
more generally present ideas and attitudes that may under some cir- 
cumstances become activated. The presence of messianic beliefs may, 
under some circumstances, allow a deranged individual to be accepted 
as a messiah; the presence of witchcraft beliefs may lead to this defini- 
tion for some individuals who in other societies might be differently 
labeled, or differently related to, and who would consequently react 
differently and possibly be differently disposed of. 

Do different cultures provide different forms of therapy for disordered 

persons? 

Considering only the cases where the disordered person is allowed 
to live within the society and chooses to continue living, it is apparent 
that a wide range of practices considered to be therapeutic have come 
into being. In some societies, for example, socially acceptable or at least 
tolerated havens are provided for those who cannot cope or who prefer 
deviant patterns of behavior (e.g., the bohemians, the “berdache” as an 
institutionally acceptable homosexuality role, the apocalyptic or ex- 
pressive religious sects manifesting unusual beliefs and behavior), while 
in other societies (e.g., some of the Pueblo Indians of the American 
Southwest) the range of acceptable deviation is very low. In this sense, 
tolerance may be thought of as a form of therap>eutics, in that it does 
not evoke the kinds of negative sanctions for variant and deviant be- 
havior that might exacerbate the individual’s disturbance. 

Looking at therapy as a more active form of social cc^trol mecha- 
nism, implicitly or explicitly geared to reinstating deviai^ individuals 
to the mainstream of society, Anthony Wallace has noted two broad 
types of strategies that seem to be employed— one emphasizing controls 
and disciplines, and the other emphasizing “catharsis” and the expres- 
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sion of pent-up emotions. The former, seen for example in the Iro- 
quoian revitalization religion known as the “Handsome Lake Move- 
ment,” was noted to have gained ascendancy at a time of relative social 
change and disorganization, when personal disturbances threatened 
to disrupt the very fabric of social order; the latter seem characteristic 
of stable periods of social organization in which the pressures of con- 
formity are met jt the cost of a certain accumulation of emotional 
energy that has to he discharged periodically if conformity is to con- 
tinue. Max Gluckman has described some cathartic devices as “rituals 
of rebellion,” in noting that a society gains rather than loses in soli- 
darity and support of its fundamental institutions if it allows occa- 
sional patterned expressions of negative feelings toward high status role 
incumbents. 

Several observers of primitive healing practices— Morris Opler, Leigh- 
ton, Devereux, etc.— have noted the effecti’/e use, under religious or 
other rationales, of principles now explicitly recognized as part of scien- 
tific psychotherapy. The judicious use of cathartic and control strate- 
gies are among these, but also included are the interpretation of dreams, 
the use of supportive group meetings, hypnotic and other suggestive 
devices, etc. In addition. Western pharmacopoeia is continually being 
enriched by increments from the empirical traditions of folk medicine, 
many of which (like peyote) are relevant to mental health. 

What use can the results of anthropologjuai studies be put to in the 

mental health field? 

The application of anthropological findings to the practical work 
of promoting better mental health has beei) made through several 
channels. Ranging from the most “disengaged” channel to the most 
“engaged” channel, one notes at one extreme that anthropological pub- 
lications are made available to the layman and professional public 
via the mass media of communication. Several anthropologists have 
expressed an interest in reaching such a public by dedicating their 
works to the efforts of the World Mental Health Year (1961). Margaret 
Mead, among others, has been very active in opening channels of com- 
munication between anthropologists and members of the health pro- 
fessions via the agencies of U.N E.S.C.O. and the World Federation 
for Mental Health. Some anthropologists are on the staffs of medical 
schools, teaching hospitals, psychiatric clinics, and even state and local 
health departments. Their work ranges from the teaching of students, 
interns, and residents, to the conducting of research programs with 
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varying degrees of tight-knit collaboration with their health colleagues. 

Perhaps the most tight-knit form of engagement of anthropologists 
in the promotion of mental health can be seen in the kind of work 
called "action research." This procedure involves close collaboration- 
between the research anthropologist and his action colleague in the 
mental health field-to bring to bear findings and theories of anthro- 
pology to evaluate and experimentally modify an existing mental health 
practice. Particular promise for collaborative actipn research is seen in 
the fields of community mental health and sociocultural change in 
“underdeveloped" areas of the world as well as in the more conven- 
tional areas of ethnology, epidemiology, and the study of therapeutic 
practice. 
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When we speak of social change as related to mental health, we refer 
in fact to changes in the spheres of technology, economics, and cultural 
life that influence the personality development and the behavior of 
man in one way or another. Technological advance is, of course, the 
main cause of industrialization; however, it modifies not only the 
production process and the supply of goods but also the conditions of 
transpoTc and the speed of international communications. New develop- 
ments in the field of economics (monetary instead of barter economy, 
rise of acquisitive value of the average income, increase of availability 
of goods, intensification of sales pressure, etc.) very often interfere with 
existing patterns of need-satisfaction, for instance, by modifying estab- 
lished need-priorities or by creating completely new (physiological or 
psychological) needs. Cultural change nearly always corresponds, at 
least in our times, to a process of “secularization,^' that is, to the more 
or less abrupt replacement of traditional values or value systems by new 
and more “rational" ones. 

But social change is not the only term that is hard to define. It is just 
as difficult to say, in precise terras, what should be understood by 
“mental health." Some years ago, I pointed out that “the behavior of a 
mentally healthy person is always characterized by the qualities of 
reasonableness and balance," and that a sensible measure of a person s 
mental health might be the degree of his ability “to satisfy in a reason- 
able and balanced manner all his needs, both the instinctual and those 
that belong to the field of values." I believe this conception to be 
reasonably free of cultural bias and therefore consider it particularly 
appropriate for use in this article. 

Obviously, social change can influence the mental state of man in 
more than one way. First, it should be pointed out that social change by 
no means always has a deleterious influence on mental health, but is, 
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on the contrary, sometimes likely to improve it. Furthermore, it should 
be noted that social change acts on the mind not only psychologically, 
but, to quite an extent, also through physiological mechanisms. 

Concerning the positive efiFects of social change, we might remember 
that the so-called industrial revolution has certainly done a great deal 
to make people’s minds healthier. It is, indeed, undeniable that the 
facilitation of communications and the better provision of material and 
cultural goods have enhanced the restrained perjodality development 
of innumerable millions. 

As to the physical influences on mental health (through .socially 
determined changes in the held of somatic health) iw would be easy to 
give several pages of details. Here it may suflice to point out that the 
eradication of malaria and ancylostomiasis (hookworms) br the improve- 
ment of inadequate nutritional conditions will go a long way toward 
preventing mind-crippling physical weakness or brain disease, while on 
the other hand, the spread of syphilis and the readier availability of 
cheap alcohol cannot but inflict the most serious damage on the brains 
of a population. 

It is a fact, however, that when the subject of ‘‘social change and 
mental health” is under discussion, what is meant is usually the del- 
eterious influence of social change through psychologically meaningful 
events. Accordingly, in the following we shall concentrate on this aspect 
of the problem, beginning with an appraisal of its importance, then 
examining the decisive factors in -the psychosociogenesis of mental ill 
health, and after that the genesis and structure of the disorders in ques- 
tion, and studying finally the measures that can be taken to counteract 
the undesirable influences of social change. 

The relative importance of this category of mental disorders is viewed 
quite skeptically by some authors. Their attitude is probably justified 
with regard to the major psychoses. An American study of 1949, 
Psychosis and Civilization, by H. Goldhamer and A. Marshall, shows 
indeed that between 1845 and 1945 there was no significant increase in 
the admission rates of a mental hospital in New England. It is true that 
this result is to a certain extent contradicted by that of an earlier 
German investigation that was based on painstaking population cen- 
suses carried out in a certain regiqn in 1804 and in 1908. The prev- 
alence found was, however, not very much higher in 1908 than in .1804, 
and if we compare the incidence of insanity proper in “developed” and 
“developing” countries, we are led to conclude that social change is 
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much more likely to modify the clinical manifestations than the fre- 
quency of the major psychoses. 

The situation is quite different with regard to the psychoneuroses, 
sociopathic disorders, and psychosomatic troubles. Statistical evidence 
indicates that these disorders are considerably more frequent in "de- 
veloped” areas. It is a fact, moreover, that in countries undergoing 
rapid social change psychiatrists and nonpsychiatrists alike complain 
about an increase^ip, frequency of alarming proportions and terrifying 
speed. An interesting discussion on this point can be found in Mental 
Health and the World Community, published by the World Federation 
for Mental Health. Some authors pretend that it is not mental disorder 
itself that makes its appearance with social change, but that there is 
only a heighteifed awareness of it in changed economic and cultural cir- 
cumstances. This argument is, however, exceedingly weak, since disease 
is never an entirely biological reality and social factors always play a 
major role, especially where mental disorders are concerned. To illus- 
trate: an ar#*a can be flooded because the rivers have swollen or because 
the ground has subsided, but what counts is that a flood surely has oc- 
curred and that there are victims who require help quite irrespective of 
the ultimate cause of the disaster. 

As to the factors that have to be taken into account when we study 
the effects of social change on mental health, there are two series that 
must be considered. First, there are social changes that are more likely 
than others to produce mental disorders, and second, there are popula- 
tions that are more easily affected than others by social changes. 

Social change is apparently particularly pathogenic when it is revolu- 
tionary, that is when it has some magnitude and takes place with some 
suddenness. It is not easy, of course, to say how big and how sudden a 
change has to be in order to qualify as a revolutionary event. As it is, 
there are authors (mostly technicians and economists) who consider it 
unjustified to refer to the technological and economic upheaval of the 
last 150 years as an “industrial revolution.” 

The reasoning of these skeptics is that the differences between various 
stages of technological development were so small that none can be 
considered to have been fundamental, and that the transitions between 
them were so gradual that no chang* could be called abrupt. This may 
be right from the point of view of technology and economics, but it is 
certainly not true in the perspective of psychology and psychopathology. 
A change that objectively may seem to be trivial is often very important 
from the subjective point of view; for example, the inhabitants of an 
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upper<lass apartment house will experience the conversion of even 
one apartment into a multiple-family unit as a most significant symptom 
of “lost status.” Similarly a change of conditions, though objectively 
slow, can have a subjective character of suddenness if— perhaps 
precisely on account of its slowness— immediate perception is delayed; 
e.g., an inhabitant of the apartment house may not notice that it is 
slowly falling into disrepair until a flake of plaster falls from the dining- 
room ceiling into his soup. (See Social Status and J\i%ntal Health) 

Concerning populations' different susceptibilities to the stresses of 
social change, it should first of all be emphasized that this is a relative, 
not an absolute, matter. There is no “natural immunity” to psychical 
traumatism, and the psychosociogenesis of mental disorder is nowhere 
a thing of the past. 

It is true that in the “emerging countries” of our time the pace of 
development has become so accelerated that the danger of “mental 
ill health through social change” is particularly great. There is, more- 
over, the fact that in most developing countries industrialization is 
likely to be accompanied by the introduction of new and essentially 
foreign cultural patterns that, of course, reinforce the pathogenic poten- 
tial of the technological and economical changes. In the emerging coun- 
tries of Africa, for instance, it is a typical experience that newly re- 
cruited industrial workers very quickly acquire the tastes and habits 
of the city people, and at the same time dissociate themselves from the 
“old-fashioned” ideas and customs of the “bush.” It should not be for- 
gotten, however, that the so-called'developed world has by no means 
stopped developing, but that it is, on the contrary, capable of very im- 
portant and very sudden changes. In the same context, it should be 
remembered that psychologically and psychopathologically there would 
not seem to be a fundamental difference between the smashing of the 
first machines by the Luddite rioters in Nottingham, England, in 1806, 
and the Standard Motor workers’ panic reaction to automation in 
Coventry, in 1956. 

Concerning the genesis and structure of the disorders that we believe 
to be psychological responses to social change, it can be said that, gen- 
erally speaking, social change acts as a stress-producing factor ^and, 
like any other "stressor,” therefore provokes phenomena of shock; and 
countershock, that is, in pyschological terms, anxiety and defense reac- 
tions. Where a development is seen to provoke abnormal reactions, it 
does so because it is experienced as a menace to physical or mental 
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Stability. In this respect we may refer to the excessive widening of 
physical or mental horizons (by sharply increased mobility), threats to 
security with regard to physical or psychical needs (through loss of in- 
come or status), and the abrupt liberation from hierarchical controls 
(by sudden loosening of family ties or disruption of traditional loyal- 
ties). But the predisposition to shock is perhaps even more important. 
Events are indeed much more anxiety producing when the person is 
somatically or mentally unstable, weakened by malnutrition or chronic 
disease, or sensitizetf by traumatic experiences in infancy. 

There is, of course, some discussion as to whether psychoanalytic 
theory is right iq attributing so much imp>ortance to childhood hap- 
penings, even in respect of sociogenic psychopathology. Indeed, there 
are many who hold that the predominant role in the production of 
mental stress by social change corresponds to traumatic events in the 
“here and now.” It seems hardly necessary, however, to discuss this issue 
in detail, since it is obvious that both interpretations must be taken 
into account not only as competing, but also as cooperating factors. 

It is peth-ips useful to point out that the psychoanalytic conception 
is strongly supported by the universal experience that mental disorder 
of psychosocial origin has a tendency to snowball from generation to 
generation, an event that doubtless is most easily explained if one 
assumes that parental neuroses and behavior disorders exercise a 
powerful pathogenic influence on the growing minds of children. In 
view of this phenomenon it has sometimes been said that the incuba- 
tion period of psychogenic troubles in the individual is twenty years, 
but that in societies it amounts to three generations. This formula may 
be too epigrammatic to be quite accurate, but it cannot be denied that 
it contains a grain of truth. Another fact that proves the great impor- 
tance of the “social climate” in childhood is ihe high incidence of 
mental disturbances in societies where family life has become dis- 
organized, as shown in A. H. Ix:ighton’s My Name is Legion and 
Charles C. Hughes’s People of Cove and Woodlot, and in individuals 
who have grown up in permanently or temporarily incomplete or dis- 
turbed families, as pointed out in John Bowlby’s Maternal Care and 
Mental Health. 

It stands to reason that disorders tn.at are psychological reactions to 
social change are particularly amenable to social therapy. The remark- 
able results that can be obtained in the treatment of sociogenic behavior 
disorders in “therapeutic communities” are a case in point. An in- 
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teresting description of "therapeutic communities" can be found in 
Maxwell Jones’s The Therapeutic Community. (See also Controls from 
Within by Fritz Redl and David Wineman.) But also, persons with 
psychoneuroses and psychosomatoses often benefit from being given 
"opportunities for making contacts with society favorable to the . . . 
reestablishment of social adequacy.” Clearly it would not be possible 
to give a useful description of social psychiatric techniques in a few 
words. At best one might say that the basic idea is to organize the social 
environment of the patient in such a way that even very pathological 
behavior patterns can be tolerated, while at the same time the patient 
can gain a certain insight into the possibility of reactmg to psychologi- 
cal stress in a socially more acceptable way. If this learning process 
continues long enough, the patient has a good chano: of healthily 
adapting to ordinary social environments. 

Prevention is surely more important still, but it must be recognized 
that it is at the same time exceedingly diflicult to organize. 

To begin with, the fact has to be faced that social change cannot be 
stopped, let alone reversed. There is no way of preventing science and 
technology from constantly inventing new ways of facilitating produc- 
tion and speeding up communications. Nor can we expect to modify 
an economic development that is largely determined by explosive 
|K)pulation growth. According to the United Nations Population 
Bulletin of December 1951, the total estimated population of the world 
amounted to 470,000,000 in 1650, 694,000,000 in 1750, 940,000,000 in 
1850, 1,950,000,000 in 1900, and 2,510,000,000 in 1950. Data contained 
in the United Nations Demographic Year Book for 1961 indicate that 
in 1960 the number had grown to 2,995,000,000, 

It should be added that the sharpest increase took place in the de- 
veloping areas of the world, i.e., in the regions where the pace of social 
change is particularly accelerated and therefore pathogenic. Nor is there 
any likelihood that traditional cultures will be able to maintain his- 
torical systems of behavior while ships and airplanes, motion pictures 
and television programs, as well as magazines and newspapers, are 
competing in constantly creating new images likely to turn into new 
cultural ideals. 

But if we cannot avoid the violent impact of social change, wq can 
certainly render it less harmful and traumatic. For instance, it is <|uite 
often possible to prevent a too intense and too sudden widening of the 
physical and mental horizons. If industrialization is inevitable, the 
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same cannot be said of urbanization: there is no reason why light in- 
dustries could not be located in rural areas, thus providing a potentially 
migratory population with the benefits of industrial production without 
exptosing them too much to its bad influences. The provocation of 
anxiety by a menace to the security of job and status can be prevented, 
or at least very much diminished, by timely information about the 
probable consequences of impending changes. When, in Margaret 
Mead's words in SuUural Patterns and Technical Change, it is feasible 
to ensure “the fullest possible consent and participation of those whose 
daily lives will be affected,” the tolerance threshold is very often found 
to be surprisingly high. In order to avoid the dangerous breaking up 
of traditional hierarchical controls, it is of prime importance to give 
an appropriate “education” to community leaders, religious leaders, 
teachers, and particularly to parents. Apart from this, it will often be 
advisable to give those in authority some sort of proper psychiatric help 
(for instance, a modified form of group treatment) in order to allay 
their fears of losing their influence because tliey are old-fashioned and 
outdated. 

The strengthening of those who are exposed to the stresses of social 
change is, of course, at least as important as the buffering of stimuli. 
We have already pointed out that good physical health will go a long 
way toward making a person resistant to psychological stress. The most 
important measures, however, are those that in one way or another 
belong in the field of education. Here again is occasion to stress the 
outstanding importance of family relationships. A person who during 
childhood enjoys a reasonable amount of emotional security and thereby 
acquires confidence in himself and others will often be able to stand 
up to the threats of .social change without excessive anxiety and path- 
ological defense reactions. 

But as has been said previously, later influences should not be under- 
estimated. Many people whose infancy has been emotionally insecure, 
and who during childhood could not gain confidence either in them- 
selves or in others, are able to make up for this lack through satisfactory 
professional and social contacts during adolescence and early adult- 
hood. What is usually called ego strength depends to a large extent on 
the person's ability to establish a secure identity. While this identity is 
perhaps not exclusively gained by the process of identification with 
others, the personal and cultural environment of man is certainly of the 
highest significance for the development of his ego structure. In this 
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connection, the psychological climate of the social environment is 
indeed exceedingly important at all times, and this is a point that 
should he strongly underlined, since it is fundamental for a better 
understanding of everybody's unavoidable responsibility for the state 
of mental health in the world. (See World Mentd Health) 
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Mental illnesS entails disordered processes of thought and emotional 
expression, but it is recognized and responded to primarily in terms 
of disrupted social relationships. Our knowledge of the role of social 
factors in the causation of mental illness is still meager and lacking in 
precision. In part, the inadequacies of our knowledge are related to 
problems of measurement— accurate measurement of the incidence of 
mental illness and accurate measurement of the significant dimensions 
of social experience. Although theories of the importance of social 
factors in mental illness go back to antiquity, attempts to test such 
theories through systematic research are only a few decades old. But 
this is only part of the problem. Another part derives from the fact 
that the meaning of any given social factor or experience depends upon 
the larger social and cultural context in which that factor is found. 
Therefore, no single study or series of studies is sufficient to establish 
the generality of a relationship between a given aspect of social life 
and mental illness. 

SOCIOECONOMIC LEVEL AND SCHIZOPHRENIA— AN EXAMPLE OF A COMPLEX 
RELATIONSHIP BETWEEN SOCIAL FACTORS AND MENTAL ILLNESS 

Let US take an example. One of the most influential studies done of 
the social correlates of mental illness was Mental Disorders in Urban 
Areas, by Robert E. L. Paris and H. Warren Dunham. This demonstrated 
that the rate of patients admitted to a mental hospital for the first time 
from various areas of the city of Chicago showed a clear pattern of 
distribution, with the highest rates concentrated around the central 
business district and the lowest rates in areas on the periphery of the 
city. Paris and Dunham further demonstrated that rates of schizo- 
phrenia were highest in areas of lowest socioeconomic status. More 
recently, August Hollingshead and Frederick C. Redlich have shown 
that for the city of New Haven the rate of persons hospitalized or in 
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outpatient treatment for schizophrenia as of a given date is approxi- 
mately eight times higher in the lowest social class (lowest one-lifth 
classified on the basis of education, occupation, and residence) than in 
the upper middle class (upper tenth). 

Other studies of the incidence of schizophrenia by social status or 
occupational groups in the United States and Great Britain have in 
general shown the same pattern. But there are exceptions. Socioeco- 
nomic status does not appear to be related to the of hospitalization 
for schizophrenia in at least one small American city, in areas of the 
city of London, and in studies in Norway. Thus, in such research one 
must examine the meaning of a given social factor— :Social class, migra- 
tion, social change— in the context in which it appears. Moreover, this 
must be done in at least two senses: (1) to ascertain the extent to which 
this hictor may be linked in a meaningful way to a significant theory 
of causation (for example, a theory of the psychological effects of low 
social status), and (2) to ascertain possible relationships between the 
factor in question and the way in which mental illness is perceived 
and dealt with (for example, the possibility that social status is asso- 
ciated with tolerance of deviance and that lower-status schizophrenics 
may not be hospitalized as readily as are those of higher status). 

SOCIAL FACTORS IN PERSONALITY DEVELOPMENT 

The personality is itself a social product, or, more properly, a prod- 
uct of the interaction between the constitutionally given potentialities 
of the organism and the social and cultural environment in which the 
child learns gradually the behaviots, attitudes, and social skills appro- 
priate to an adult member of the society. We need not elaborate upon 
this most crucial influence of the social environment upon mental 
health in the present article, since it has been treated in detail in other 
articles in this encyclopedia. Suffice it to say that the stability of rela- 
tionships within the home during the early years of childhood, and the 
provision of warm nurturance by a mother or mother-substitute, ap- 
pear to be positively related to subsequent mental health. Both of these 
conditions are themselves influenced by position within the social sys- 
tem. The family tends to be least stable at the lowest levels of the socio- 
economic order and, perhaps as a consequence of the greater butdens 
entailed in motherhood, there is some evidence that maternal warmth 
is more often lacking in the lower-status mother. 

But social status— position in the community— is not the only s%nifi- 
cant social influence on psychological development. The nature and 
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level of expectations a parent has, relative to the child’s abilities and 
the expectations held for his peers, can become a major source of 
vulnerability in personality development. For the child often comes 
to take over his parents’ expectations, even when they are impossibly 
high. More generally, the agreement or conflict between the standards 
given the child in the family (moral precepts, attitudes toward others, 
life goals) and those of the larger society will influence the child’s pat- 
terns of associatio\^the coherence of his self-image, and the ways in 
which he ultimately carries out his adult roles. Gross conflicts of values 
and standards need not lead to mental illness but are likely to lead to 
rebelliousness or alienation in many instances. These, then, are illus- 
trative of the ways in which early social influences may lead to vulnera- 
bilities or potential sources of later trouble. 

SOCIAL STRESS AND MENTAL DISORDER 

It is difficult to make a clear separation between sources of vulnera- 
bility and sources of stress, because the former very frequently give 
rise to unpleasant tensions long before a major crisis occurs. But we 
may distinguish between relatively early influences that leave a person 
with a degree of psychological impairment (for example, insecurity in 
intimate relationships deriving from disruptions or trauma in early 
family life), and the effects of pressures or stresses with which a person 
must cope. The latter may be encountered through migration, entry 
into the armed forces, parenthood, the demands of a new position, loss 
of a loved one, failure to achieve a cherished goal, and similar life 
experiences. We have only meager information about the influence 
of such stresses on different types of people. It appears that migration 
is often accompanied by a higher than average expectancy of mental 
disorder (See Mobility and Mental Health), but much depends on the 
reason for migration and the characteristics of the persons involved. 
Entry into the armed forces, at least for males in the United States, 
appears to precipitate a considerably higher rate of psychotic break- 
down than is found for the same age-group in the population at large. 
On the other hand, the stresses of war, including the bombing of 
civilian populations during World War II, seem in general to have 
been accompanied by a decrease ratlier than an increase in psychotic 
breakdowns in the countries of northwcitern Europe. 

Aside from situations in which continuing physical strain and ex- 
treme personal danger are involved, it appears that the psychological 
stressfulness of any situation depends largely upon the meaning that it 
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derives from the individual’s life history. To the extent that any given 
situation or event is a threat to a person’s image of himself or to the 
values that he has incorporated in his personality, it is likely to be 
experienced as stressful. Perhaps this is why war and mass catastrophes 
do not appear to be as traumatic per se to mental health as do instances 
of personal foilure that may lead to feelings of inadequacy and call for 
a reevaluation of who and what one is. 

Whether or not the vulnerable person actually.<ievelops a form of 
mental illness or deviant behavior will depend upon the nature of the 
stresses to which he is subject and the resources available to help him 
over the critical periods of stress. And, similarly, whether or not any 
given stress or series of stressful experiences will lead to mental illness 
will depend on the nature and balance of the individual’s vulnerabil- 
ities and resources. Moreover, there is reason to believe that the forms 
of mental illness manifesting themselves as a consequence of various 
stressful experiences will depend both on genetic and social or cultural 
factors. For example, there is evidence that a substantial degree of 
genetic vulnerability is involved in schizophrenia. Aberrant family 
patterns and deprived social status are also very frequently found as 
correlates of schizophrenia. It appears not unlikely that the psycho- 
logical effects of these family patterns and of deprived social status 
will produce personalities with inadequate skills for coping with inter- 
personal problems, but that schizophrenia will in general not result 
unless the individual encounters stresses with which he cannot cope 
and is genetically vulnerable to schizophrenia. Lacking genetic vulner- 
ability, the individual may develop a neurosis or a psychosomatic ail- 
ment, he may become withdrawn but not psychotic, or he may indulge 
in some form of deviant behavior. 

THE NATURE OF SOCIAL AND CULTURAL INFLUENCES 

To return to the more general problem of identifying the social 
foctors that make for either vulnerability to, or the precipitation of, 
mental illness, we may note that the society and its culture (its way 
of life) channel the organism’s primary needs into specific modes of 
demand and satisfaction, on the one hand, and provide the means and 
circumstances for such satisfaction, on the other. Thus the neeBs for 
food and drink are channeled by the culture into desires for sfiecific 
dishes and beverages. Whether one craves tea, coffee, water, wipe, or 
milk with one’s meal or when one is thirsty is largely a matter of early 
experience. The person who is accustomed to one or two of these 
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beverages and is unable to obtain them when abroad may be acutely 
discomforted by this fact. In the same way, the person whose early 
experience has lead him to crave particular types of social response may 
be acutely disturbed if such response becomes unavailable. Similarly, a 
person whose society puts strong emphasis on the achievement of par- 
ticular goals such as material well-being, and who lacks the opportu- 
nity to achieve such goals, may be markedly influenced in his feelings 
and behavior by tliiSf experience of deprivation. He may become alien- 
ated from the values of the larger society, he may pursue its goals 
through illegitimate activities, or he may develop self-disparaging and 
self-defeating attitudes. 

SOCIAL DETERMINATION OF PATTERNS OF DEFENSE AND OF SYMPTOMS 
One’s society and, more specifically, one’s place in society determine 
not only the goals sought and tlte opportunities for achieving them, 
but also characteristic ways of relating to others, of coping with prob- 
lems, and even of defending oneself against anxiety and threats to 
self-esteem. Thus, an orientation toward purposive control of one’s 
environment (as against more passive acceptance) is more characteris- 
tic of middle-class North Americans than of most people in simpler 
societies or, for that matter, than of North Americans who are of lower 
socioeconomic status. In the face of anxiety provoking stimuli, Daniel 
R. Miller and Guy E. Swanson have found that, middle-class persons 
more often use the defenses of “rationalization” and “intellectualiza- 
tion,” while working-class persons more often use “projection” and 
“denial.” (See Mental Mechanisms) 

We do not have systematic data on the distribution of various types 
of psychological disturbance and mental illness other thaii psychosis, 
inasmuch as relatively few of the less severe mental disorders are ever 
diagnosed, but it appears that there is substantial variation both among 
societies and within complex societies. Whether or not they differ in 
number of persons with psychosis, it is likely that some societies, classes, 
or cultural groups produce many more of certain types of mental ill- 
ness than do others; and there is clear evidence that the patterns of 
illness vary greatly from one group to another. For example, a study 
of the prevalence and types of mental illness among the Hutterites, a 
religious group living in South Dakota and Montana, found relatively 
few cases of schizophrenia or of bizarre, disorganized behavior, but a 
hi^ proportion of cases of depression. The prevalence of depressive 
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reactions apparently mirrored the strict moral training and the high 
level of guilt feelings in this population. 

The patterning of delusional symptoms in psychosis has also been 
shown to be significantly related to social and cultural emphasis. Thus, 
delusions of grandeur are found most often in the upper levels of social 
status while delusions of inferiority are found at the lower levels. 
Again, delusions of persecution are more often found among immi* 
grants than among natives. In general, there see^s to be a tendency 
toward fairly direct translation of social role and position into delu- 
sional terms. 

SOCIAL ISOLATION AND MENTAL ILLNESS 

Perhaps the most basic hypothesis about the relation of social experi- 
ence to mental illness concerns the effects of social isolation. Man is 
by nature a social animal. The human infant is born into a family 
group that is itself part of a larger social organization. Not only through 
infancy and childhood but throughout life, most of us will never have 
experienced a period of even twenty-four hours in which we have had 
no contact with another human being. The self is a social product, a 
product of reflected appraisals. Without communication with others, 
the self tends to become disoriented unless the person has internalized 
goals and values that he can draw upon symbolically to sustain himself. 

To maintain motivation and self-esteem, one must feel himself to be 
part of a group, accepted by his peers, able to count on their respect 
and support, and, hence, able to be comfortable in their presence. One 
is not, of course, always accepted 'in the varied groups that make up a 
complex society, and most people can tolerate the discomfort that 
comes from lack of acceptance in a group that is not particularly im- 
portant to them. But when one experiences lack of acceptance in one’s 
family, in one’s basic peer group, or in any other group with which one 
would normally have prolonged, intimate relationships, acute personal 
distress is likely to result. 

Sociologists have believed that isolation from normal peer relation- 
ships might be a significant factor in the development of schizo- 
phrenia. It was noted that many schizophrenics had not been partici- 
pants in preadolescent and adolescent play groups. It was hypothesized 
that rejection by their peers led to their becoming isolated, withdrawn, 
and subsequently delusional. Recent research suggests, howevei^ that 
the process more often begins with the experiencing of feeliiigs of 
alienation. Once a person begins to withdraw and to fail to respond 



Social Facton in Mental lllneu 


1921 


to the overtures of others, a vicious circle of increasing isolation and 
further alienation tends to occur. Relationships with others become 
more stressful, leading to further withdrawal of the individual into his 
own “psychological shell.” 

While the etiology of schizophrenia is not to be explained in terms 
of social isolation, there can be little question that psychological ease 
and mental health require that one have a feeling of belonging to, and 
of acceptance by, e^^oup of one’s peers. The use of alcohol and nar- 
cotics frequently serve the purpose of facilitating such feelings of be- 
longing. Experiencing real affiliation with others is more important 
than mere absence of isolation in the geographical sense or in the 
sense of number of social contacts. (See Schizophrenia) 

SOCIAL DISORGANIZATION AND MENTAL ILLNESS 

As previously noted, the personality consists in large part of an 
internalization of the attitudes, values, and ways of behaving that are 
characteristic in the segment of the society in which the person is 
reared. If he is subject to a consistent set of beliefs and behaviors and 
receives warmth and nurturance from others, he is likely to experience 
fewer conflicts and tensions than if he is reared in an environment in 
which divergent values and practices are warring for supremacy. The 
child torn between competing or conflicting parents cannot incorpo- 
rate the beliefs of one without also experiencing, even if covertly, the 
negative feelings of the other. 

In the period of heavy immigration to the United States, culture 
conflict— conflict between the Old World beliefs of the parent genera- 
tion and the desires of their children to be “true Americans”— was 
frequently manifest both in the great amount of overt antagonism be- 
tween the generations and in the delinquent and disturbed behavior 
of the second generation. Similar, if somewhat more subtle, conflict is 
still frequent as individuals raised in one segment of our pluralistic 
society (a society that offers many alternative possibilities rather than 
one coherent way of life) attempt to move into another segment. 

Studies of the distribution of various social problems in contempo- 
rary society, such as crime, illegitimacy, and drug addiction, have con- 
sistently found that these problems are most prevalent in deteriorated 
areas of the community in which conventional social organization has 
broken down. The people living in such areas seldom completely 
disavow the standards of the larger society, but tliey lack confidence 
that these standards have any “payoff” value to them. Persons raised 



1922 


Social Facton in Mental Illnesa 


in such environments are likely to be characterized either by lack of 
commitment to any coherent set of values or by frequently having 
conflicts about values. Many tend to have extreme problems with au- 
thority, to be unable to defer gratification of their impulses, and to 
seek outlets for their tensions either through "acting out" aggressively 
toward others, or by gambling and other escapist behavior. Psycholog- 
ical and psychiatric studies of such socially disorganized populations 
suggest that a wide variety of types of mental digf'rder are produced 
under such conditions, though only the most severely disturbed per- 
sons come into treatment. 

SOCIAL RESPONSE TO MENTAL ILLNESS 

A person may be mentally ill without anyone recognizing this fact. 
Indeed, research on the initial social response to psychotic mental 
illness has revealed that more often than not the symptoms of psychosis 
are seen as expressions of meanness, jealousy, weakness of character, or 
being upset, tired, or physically ill. In some societies, psychosis is re- 
garded as an expression of possession by witches (or, as in the Bible, 
possession by the devil), in others, as a sign of divine revelation, in still 
others, as a sign of a failure to perform necessary rituals. This is not 
a trivial or merely interesting consideration. For the way the illness is 
defined and responded to can be an important determinant of the dura- 
tion of acute disturbance, the degree of impairment of one’s social 
functioning, and the effects of the illness on the life history. What the 
mentally ill person is called at any given time, what is expected of him 
before, during, and after the acute phase of his illness, and what is 
subsequently permitted to him will inevitably influence his conception 
of himself and his ability to handle himself with others. 

Studies of mental patients in British communities with well-devel- 
oped mental health services suggest that an early recognition of the 
person’s need for help may avoid much of the “acting out” or bizarre 
behavior so frequently seen at the time of admission to a mental hos- 
pital in the United States. The person whose discomfort is not recog- 
nized and responded to tends to become more and more disturbed and 
to behave in ways that will force others to attend to him. Unsuccessful 
suicide attempts, for example frequently symbolize the person’s at- 
tempt to reestablish communication and elicit a compassionate re- 
sponse from others. In such instances, even when the person thiijks he 
wants to kill himself, the methods employed and the circumstances are 
such that action by others can prevent tragedy. Anthropological studies 
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suggest that in smaller, simpler societies than our own, response to a 
markedly upset person is more immediate; frequently there will exist 
ritualized ways of relieving his distress and reincorporating him into 
the social fabric. In such instances, complete withdrawal is prevented 
and the illness does not result in the personal deterioration so often 
found in the long-term mental hospital patient in Western society. 

We have already noted that social status, or more accurately, depri- 
vation of status, m^ influence the incidence of mental illness, though 
the evidence is not entirely conclusive. There is, however, unequivocal 
evidence that social status influences the kind of treatment that one 
receives for ment<tl illness (in the urban areas of the United States, 
at least) and the length of time that one remains in a mental hospital, 
once admitted. Vhe research of Hollingshead, Redlich, and their asso- 
ciates in New Haven revealed that lower-status patients were far more 
often hospitalized and less often seen in clinics and other outpatient 
settings. Moreover, even when they were seen in psychiatric clinics, 
they were more often treated by junior staff members and received less 
treatment services than did upper-status patients. In the mental hos- 
pital, lower-status patients tended to receive "organic” treatments 
(shock, tranquilizers, etc.), while upper-status patients more often re- 
ceived psychotherapy. Upper-status patients tended to be released from 
the hospital after a much shorter stay than was typical of patients from 
lower-class backgrounds. It has not been established whether earlier 
release was primarily attributable to more effective treatment, to a 
less severe degree of illness in the first place, or to a general bias by 
middle-class psychiatrists in favor of middle- and upper-class patients. 
Several studies now in process should provide more adequate informa- 
tion on this topic. 

THE STATUS OF THE FORMER PATIENT 

Patients who make a successfid recovery from a physical illness can 
frequently forget about the illness and can count on their associates 
to do the same. This is less true of mental illness. Despite increasing 
public information about mental illness, a stigma tends to attach to it. 
The former patient must learn to live with the fact that some of his 
associates may feel uncomfortable if they know about the illness. More 
important, the patient must come to terms with himself, must pro- 
vide himself with an acceptable explanation of the nature of his 
previous difficulties and of the likelihood that he will be able to avoid 
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further difficulties. His ability to do this depends in large part on the 
responses of others toward him. 

Recent research suggests that there are wide differences in the range 
of tolerance that former patients tend to receive in various living 
arrangements after hospitalization. Patients who return to live with 
husband or wife are, in general, expected to perform adequately their 
normal roles as adults-«pouse, parent, worker, neighbor, and the like. 
Much less is expected of those who return to th^ousehold of their 
parents, even if they are adults. As a consequence, former patients liv- 
ing in these two settings show substantial differences in degree of im- 
pairment and in the likelihood of being returned' to the hospital if 
they again become somewhat upset. 

Some patients return from the mental hospital or eifierge from out- 
patient treatment without any appreciable psychological impairment. 
They are effective, happy persons. Others show more or less marked 
impairment or unhappiness. Some have been, and remain, well inte- 
grated into a network of intimate relationships. Others have been, and 
continue to be, somewhat marginal in their social relationships. In 
general, it appears that severe mental illness leads to a constriction of 
relationships, both on the part of the patient’s family and with refer- 
ence to his own social participation. Thus, in all phases of the life cycle 
and in all phases of mental health and illness, there is a constant inter- 
play between the behaving person— his thoughts and feelings— and the 
network of social relationships in which he seeks to achieve his pur- 
poses, in which he is defined and responded to by others, and, in the 
last analysis, in which he derives his’life’s meaning. 



SOCIAL PSYCHOLOGY 


by MELVIN L. KOHN. Ph.D. 

Chief, Laboratory of Socio-environmental Studies, 

National Institute of Mental Health 

What is socud ^iychology? 

Social psychology is the field o£ inquiry that is concerned with the 
effects of the individual on social collectivities (groups of persons acting 
in concert or considered as a single unit), and the effects of social col- 
lectivities on the individual. Like psychology, sociology, and anthro- 
pology, it deals with all of human behavior. What makes it a distinct 
field of inquiry is not its data, but its perspective. Psychological theory 
is concerned with regularities in behavior from the vantage point of 
the individual— irrespective of the particular social environment in 
which he finds himself at any given moment. Sociological theory is 
concerned with regularities in behavior from the vantage point of so- 
cial systems— irrespective of the particular individuals who may con- 
stitute the social system at any given moment. Social psychology is 
devoted to the interrelationships of the individual and the social system. 

In practice, of course, many psychological studies do take account of 
the social context of individual behavior, and many sociological studies 
take account of the personalities of the people who make up a social 
system. But attention to social context is secondary to psychology’s 
main interests, and attention to personality is secondary to sociology’s 
main interests. Social psychology makes these secondary concerns of 
psychology and sociology its explicit focus of interest, and attempts to 
trace out systematically the manifold reciprocal influences of the social 
and the individual. 

What are the origiru of social psychology? 

Although the problems with which social psychology deals have 
intrigued scholan for centuries, social psychology as a distinct field of 
inquiry is of recent origin. It was not until 1908 that textbooks de- 
voted to social psychology were first published. By coincidence, two 
texts were published that year, one by a psychologist, the other by a 
sociologist. That social psychology stems from both psychology and 
sociology has been highly significant, not only for its birth, but also for 
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its development. In effect, there have been two parallel histories of 
social psychology: one is the story of psychologists who were dissatisfied 
with the lack of social perspective in psychological theory and research; 
the other, of sociologists who were dissatisfied with the lack of psycho- 
logical perspective in sociological theory and research. Each group 
developed largely independently of the other, as a subspecialty of its 
own parent discipline. In recent years, however, the gap has been nar- 
rowing and, in addition, there has been a con^erable infusion of 
anthropological thought. 

Does social psychology have a characteristic way of explaining he- 

haviorf 

Yes, although not all social psychologists would agree. To social 
psychologists, the key words for explaining human behavior are: status 
(a position in some social system), role (behavior characteristic of a 
given status), and situation (a series of interactions, located in time and 
space, and perceived by the participants as an event). This is not a com- 
plete list, but it illustrates some central aspects of social psychological 
perspectives on human behavior. Social psychological interpretations 
focus very decidedly on current circumstances and events. The past is 
important, for it is out of past experiences that people define present 
situations. But the emphasis is on the ways in which the individual’s 
behavior is molded by the situations in which he presently finds himself, 
and his position in those situations. 

Is there a basic conflict betweAt social psychology and psychoanalysis! 

There need not be, unless one were to take the extreme position 
that one or the other approach provided a complete understanding of 
human behavior. Rather, social psychology and psychoanalysis provide 
complementary perspectives, with the former emphasizing the individ- 
ual’s current social relationships and his place in the larger social net- 
work, and the latter emphasizing the beginnings of personality devel- 
opment in his relationships with his family. 

Of course, there are many varieties of psychoanalytic thought. Most 
social psychologists would disagree with those analysts who base their 
interpretations on instinctual drives, or who underestimate the fespon- 
siveness of individual personality to social experiences beyofid the 
earliest years of life. Between social psychology and those varieties of 
psychoanalytic theory that emphasize the continuing importance of in- 
terpersonal relationships, there is not even this degree of conflict. For 
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example, the theoretical perspective of Harry Stack Sullivan’s inter- 
personal theory of psychiatry is indistinguishable from that of many 
social psychologists. 

There is, nevertheless, a gulf between social psychologists and psycho- 
analysts— not because of basic theoretical disagreements, but because 
they tend to be interested in different concrete problems and to use 
quite different methods of inquiry. Social psychology developed in an 
academic tradition radically different from the clinical tradition of 
psychoanalysis. Its practitioners are not faced with the necessity of 
treating a human being in need; but they are faced with the necessity 
of posing their questions in testable form and of developing methods 
adequate for rigorous testing. 

What are some of the principdl problems with which social psychol- 
ogists are concerned} 

The variety of problems is immense. The Handbook of Social 
Psychology, for example, devotes chapters to each of the following 
problems: the social bases of motivation, the perception of personality, 
socialization of the child, psycholinguistics, humor and laughter, ex- 
perimental studies of group problem solving, psychological aspects of 
social structure, the behavior of crowds, leadership, culture and be- 
havior, national character, prejudice and ethnic relations, the mass 
media of communication, industrial social psychology, and the psychol- 
ogy of voting. This handbook, incidentally, provides an excellent re- 
view of the work of both psychological and sociological social psychol- 
ogists, but it is distinctly oriented toward the former. 

WfuU methods do social psychologists use in their research? 

Since the problems of social psychology are so various, its prac- 
titioners use a wide variety of methods which they share with the other 
social sciences. Many studies are based on data secured from interviews, 
which may range from the most standardized to the most exploratory. 
Other research relies primarily on observation of ongoing events. Here, 
too, a wide variety of particular techniques may be employed, from the 
use of one-way mirrors in experimentally contrived situations to record- 
ing by a “participant-observer” of events he has experienced as a mem- 
ber of some ongoing group or collectivity. Less well known, but often 
crucial, are methods for the quantitative analysis of documents, as in 
the analysis of mass media materials and historical records. 

For any given study, the choice of method is largely dictated by the 
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problem itself. Nevertheless, the design of any particular study is likely 
to involve some degree of compromise, if only because of cost considera- 
tions; various social psychologists weigh the elements of choice 
differently. The experimentalists, in order to attain greater control 
over the relevant variables, pay the price of uncertainty as to whether 
or not one can generalize from the contrived social environment of the 
laboratory to the world outside. This is a price that sociological social 
psychologists are less likely to be willing to pay than are their psycho- 
logical brethren, for their focus of attention is more likely to be social 
structure itself. 

Sociological social psychologists tend to rely moreeheavily on research 
in natural situations, being more concerned that they deal with actually 
operating social variables, even at the cost of some indeterminacy as to 
whether or not other, unnoticed or unmeasured, variables enter into 
their results. Inasmuch as these unnoticed or unmeasured variables are 
often the personality variables that lie at the heart of the psychological 
social psychologist’s interest, the latter is less likely to engage in this sort 
of research. Even in their use of the same basic technique, social psychol- 
ogists vary as to which technical problems they deem most important. 
For example, sample surveys are used by both groups. The psycholog- 
ical social psychologists, however, are likely to pay more attention to the 
technical problems of measuring one or another dimension of person- 
ality, while the sociological social psychologists are likely to pay more 
attention to the problems of sample selection and securing accurate and 
comprehensive information about the larger social networks in which 
the individual is entwined. 

What is the sample survey? What is its reliability? Its significance? 

The best known of the research techniques employed by social 
psychologists is the sample survey. Its widespread use in the past two 
or three decades has been made possible by three important technical 
developments: statistical methods for the selection of relatively small 
samples from which one can generalize to larger populations with great 
confidence; methods of inquiry that make possible the reliable measure- 
ment of opinions, attitudes, values, and descriptions of behavior; and 
electronic data-processing equipment that makes possible rapid and 
accurate analysis of large bodies of data. 

The sample survey can do much more than measure transited opin- 
ions. Voting studies based on sample surveys, for example, have gone 
far beyond newspaper polls to tell us a great deal about the determi- 
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nants of voting choice. Other investigations have used sample surveys to 
obtain information on such things as: the influence of social class, 
ethnicity (race or nationality group), and religion upon parent-child 
relationships; the prevalence of mental disorders in various segments 
of the society; the determinants of occupational choice among college 
students; and the situational determinants of racial discrimination. 

The most important limitation to the use of sample surveys for pur- 
poses other than the measurement of attitudes and opinions is that the 
information comes from an involved participant, rather than from a 
disinterested observer. Much has been done to overcome this limita- 
tion; for example, by designing survey questions to be as simply factual 
as possible, by the analysis of the internal consistency of interview 
reports, by subg^up comparisons that enable one to test the inferences 
drawn from larger, more general comparisons, and by the systematic 
comparison of several sources of information. Yet, without resorting to 
some outside criterion, one can never be sure that inferences drawn 
from interviews are valid. More and more attention is being paid to 
this problem. 

In what ways is social psychology relevant to mental illness? 

Social psychology contributes to the understanding of mental ill- 
ness in two ways: through studies of normal personality development 
and normal human functioning basic to our understanding of abnormal 
or disordered personality development and functioning; and through 
studies of social factors in the development of illness, in the treatment 
of the mentally ill, and in rehabilitation. (See Persorrality; Rehabilita- 
tion of the Mentally III; Social Factors in Mental Illneos) 

From their experience in other research, social psychologists have 
given to these investigations a technical and metliodological expertise. 
And from their awareness of normal variations from one segment of the 
society to another, they have been able to add a new perspective to the 
interpretation of the data. For example, they have shown that some 
patterns of family relationships believed to have been distinctive of 
schizophrenic patients are much more prevalent among normal families 
of the same social status than clinicians had realized. 

The contribution of social psychologui;* to the study of the mental 
hospital has been to view the hospital from the perspective of other 
social institutions, and thus to help differentiate what is distinctive to 
am institution treating the mentally ill from what the hospital shares 
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with Other institutions. Much oi what happens in the hospital, although 
seen by hospital personnel as therapy, is simply the management of a 
large number of people— and might be done better, and more thera- 
peutically, if this were recognized. And much of what is directly attrib- 
uted to specific therapies is accomplished more indirectly by the effect 
that these therapies have on the social organization of the hospital. For 
example, the tranquilizing drugs have, in many hospitals, so profoundly 
affected social relationships that even those patients who have not been 
given the drugs have benefited from the better social conditions of the 
hospital. (See Mental Hospitals) 

Is there any evidence that the individuals position in society has an 

appreciable effect on the likelihood of his becoming mentally iUT 

Yes. It appears that the likelihood of becoming psychotic, especially 
of becoming schizophrenic, is greatest at the lowest socioeconomic levels 
of society. The evidence for this generalization is not conclusive, for 
the technical problems in measuring “the likelihood of becoming psy- 
chotic" in any segment of society are immense. Thus, studies based on 
rates of admission to mental hospitals fail to take account of all those 
persons (an unknown number) who, although ill, do not become hos- 
pitalized. Other studies that include not only patients admitted to 
mental hospitals, but also all psychotic patients seen by clinics, psychia- 
trists in private practice, social work agencies, etc., do better, but still 
leave out those persons who never seek treatment from recognized 
agencies. To ascertain how many people fall into this category, other 
studies have relied on sample surveys of the population. These, in turn, 
are plagued by two further problems. 

One is the difficulty of accurate diagnosis— of determining, on the 
basis of a single interview, what is the degree of psychiatric impairment. 
The second is that from a sample survey one cannot tell how long 
people have been psychotic— which is a crucial matter, for two segments 
of the population may have equal likelihood of becoming mentally ill, 
but if members of the first remain ill longer, they will show up in 
greater numbers in a survey. In time, we shall be able to make repeated 
surveys of the same population, to ascertain which people have newly 
become ill. But before this is possible, we shall have to develop more 
reliable methods of diagnosis. ‘ 

Meanwhile, no one study is definitive. But a number of studies, each 
with its own methodological shortcomings (but shortcoming^ that are 
different from those of other studies), point in the same direction: 
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a greater likelihood of becoming psychotic at lower socioeconomic 
levels. (See Socta/ Status and Mental Health) 

In what ways is social psychology relevant to mental healtht 

However mental health is defined— as the symptom-free, the 
normal, or the optimum functioning of the individual— we need to 
know how personality and behavior are influenced by the social world 
of which one is a part. This field of inquiry is central to social psy- 
chology’s concerns. 

Social psychologists have, by their research, thrown light on a multi- 
tude of problems central to the understanding of human functioning. 
They have showji, for example, that one’s social class position affects 
a great deal of one’s behavior: political preferences, consumption pat- 
terns, child rearing practices, levels of aspiration, memberships in or- 
ganizations, performance on intelligence tests. In similar fashion, they 
have endeavored to trace the ramifications of such variables as race, eth- 
nic background, and religion, for the individual’s functioning. These 
are all broad gauge analyses of the effects of social position upon indi- 
vidual functioning. Other studies have focused on the immediate social 
environment— the family, the work situation, the informal social group 
—to ascertain how these affect the individual. 

Enough has been learned to demonstrate the very considerable im- 
portance of social structure— both the larger structure of social class, 
ethnic background, bureaucratic forms of economic organization, and 
the like, and the more immediate structure of fomily, friends, and work 
associations — for individual functioning. Far more remains to be done, 
however; social psychology has provided an array of facts about the 
importance of one or another aspect of social structure for individual 
functioning, but has not yet developed a comprehensive interpretation 
that fully utilizes these facts. 

What might be predicted aboM the methods and scope of social psy- 
chology in the near future? 

New methods will inevitably be developed to overcome the limita- 
tions of methods used in the past. Overreliance on the sample survey 
has brought widespread attention to the need for developing more 
systematic methods for tlte observation of ongoing events. The artifi- 
ciality of much work in experimental social psychology has brought into 
focus the need for more realistic social experiments— and these are being 
developed. The parochialism involved in generalizing from studies 
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done in only one culture is being recognized, with the result that a 
great deal of work is now being devoted to developing methods for 
systematic CTOss<ultural comparative studies. Furthermore, there is in- 
creasing awareness of the limitations of relying too heavily on any one 
method; more and more, social psychologists are coming to validate 
inferences drawn, for example, from experimental studies, by means 
of studies based on participant observation and surveys, and vice versa. 
Finally, statistical models adequate for the type of analysis required in 
social psychological research— analysis involving the simultaneous con- 
sideration of many variables— are rapidly being developed. 

It is harder to predict what will happen to the scope of social psycho- 
logical research. Two strong trends are in evidence: one, toward even 
greater emphasis on important social problems-the effects of automa- 
tion, international tension, desegregation— however inadequate present 
methods may be for studying such problems; the other, toward greater 
and greater precision in method and technique, frequently at the ex- 
pense of the importance of the problem. This battle has raged for a 
long time in social psychology. An optimistic prediction is that methods 
are being improved so rapidly that the debate will soon become his- 
torical: that it is becoming increasingly possible for social psychologists 
to study the major problems of our time with methods and techniques 
that will satisfy the most rigorous. 



SOCIAL STATUS AND 
MENTAL HEALTH 


by JOHN A. CLAUSEN. Ph.D. 

Director, Institute of Human Development, 
and Professor of Sociology, University of 
California, Berkeley 

What is social stMusf What determines status? 

In every complex society, people tend to be ranked in a hierarchy 
of prestige. Social scientists use the term “social status” to designate 
position in the prestige hierarchy. For example, nearly every town of 
any size has its “first families” (perhaps referred to as the “upper crust" 
by those further down the ladder), its solid core of middle-class fam- 
ilies, and at least a few “lower-class” families on whom the bulk of the 
population looks down. 

The degree to which a society or community is stratified into status 
levels will vary somewhat from place to place and from time to time, as 
will the factors that determine a person’s status as high or low. In gen- 
eral, though, we may say that in modern, industrial societies there are 
three or four primary determinants of status. Perhaps the most impor- 
tant is family background, which provides each individual with his 
initial social status. Linked with this, of course, are such factors as race 
or nationality, religion, length of time in the community, the occu- 
pational and educational attainments of one’s foiebears and parents, 
etc. Wealth may be an important part of the family heritage, but it 
will seldom be the primary determinant of one’s social status in older, 
settled communities. 

Beyond the social position of one’s family, status tends to be deter- 
mined by personal attainments, of which occupational and educational 
attainments arc perhaps the most generally influential in contemporary 
Western society. Where one lives, one’s patterns of association, one’s 
style of life, all tend to influence position in the local prestige hier- 
archy, though of course these tend to be related both to family back- 
ground and to occupational success. 

Are there different funds of status? 

Although one finds general agreement in any community as to 
the nature of the status hierarchy or prestige ranking of individuals 
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and fomilies, different groups will vary somewhat in their points of 
view as to what is most important in the ranking process. A college 
community may accord relatively higher status to an outstanding 
scholar, an industrial community to a captain of industry. During or 
just after a war, military leaders will tend to receive higher status rank- 
ing than at other times. Groupings within the larger society— organiza- 
tions and institutions, for example— tend to have their own prestige 
hierarchies, which may or may not reflect ranking on the outside. In the 
typical American high school, for example, the star athlete and the 
glamorous, much-dated girl tend to be members of the leading crowd 
(higher status figures). Thus, there are different means by which status 
can be achieved in various groups, but within any gwen group, status 
means social position, however achieved. 

Are race and religion related to status? 

Any attribute of a person that leads to his being valued or de- 
valued by others may affect his general social status. In a democratic 
society our ideal is that status differences will not grossly influence 
the op{K)rtunities by which people can utilize and be rewarded for 
their abilities and efforts. Anything that restricts opportunity— for ex- 
ample, the effects of prejudice— creates personal tensions within a 
democratic society. In a sense, all status distinctions that are not based 
on individual merit entail the possibility of prejudice, but it is those 
forms of prejudice that devalue group members on the basis of some 
stereotype of their inherent nature that are most damaging psychologi- 
cally. Discrimination on the basis of race or religion, for example, rep- 
resents a devaluing of minority groups and a restriction of the oppor- 
tunities available to members of such groups. (See Prejudice) 

How does status affect mental health? 

As we shall see, there are a number of ways in which social status 
influences personality development and the feelings a person has about 
himself. (See Personality) Self-attitudes, especially the ability of the 
individual to accept himself for who and what he is, are an iijaportant 
aspect of mental health. But self-attitudes are formed by “internaliz- 
ing’' the responses of others, especially in childhood and adolescence; 
for example, the child who is devalued, looked down on by others, 
comes to devalue himself. This is probably the most important influ- 
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ence of social status on mental health. Inability to use one’s capacities 
to attain socially valued goals, as a consequence of prejudice and the re- 
strictive effects of certain status positions, is another. Inordinate con- 
cern with social status may itself be a significant personality defect and 
a threat to the mental health of one’s spouse and children. 

What are status symbolst 

We have noted the importance of occupation, education, and fam- 
ily background (with attendant styles of living) as criteria of social 
status. Along with these go certain external trappings, visible symbols 
that one belongs^ or does not belong to the elite, the middle class, the 
working class. Included here are such things as the kind of car one 
drives, the neighborhood in which one buys a home, the clubs to 
which one belongs, whether one’s wife wears Paris gowns or dresses 
from a mail-order house. 

What junctions da status symbols serve? 

Status symbols serve to facilitate placement of people; they are 
in a sense badges of status. While they may in one sense help solidify 
social distinctions, they may also do the reverse. That is, insofar as the 
symbols may be acquired or achieved by persons of lower status, they 
become an aid to upward mobility in the status system. They may serve, 
then, to help a person validate his claim to higher status and provide 
him with a tangible feeling of belonging. 

Preoccupation with status— compulsive striving to enhance one s 
prestige — can lead to the pursuit of status symbols for their own sake. 
Ultimately, if one puts social status above other ’'alues, such as friend- 
ship, personal integrity, and the ability to relax with others regardless 
of their social status, one loses perspective and balance. Often, of 
course, such compulsive striving for status is not so much a cause as a 
symptom of neurotic difficulties. 

How flexible is the membership of social classes? 

The social classes of the United Sates and, indeed, of most coun- 
tries are not rigidly bound or defined. Some people are constantly 
moving up, others moving down, the ladder. Social scientists refer to 
such movement as social mobility. As a result of increasing educational 
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levels and the ever greater proportion of white-collar and professional 
jobs (coupled with a decline in jobs that entail manual labor), it is fair 
to say that there is a net movement up the ladder (i.e., there are fewer 
persons at the lowest levels). Any estimate of the amount of such 
movement depends on the structure of one’s set of classes (i.e., how 
many rungs the ladder has and how far apart they are). It appears that 
about a fifth of all workers have moved appreciably up the occupational 
ladder relative to the jobs held by their fathers, while perhaps 5 or 6 
per cent have moved down the ladder (in each instance crossing the 
boundary between whitecollar and blue-collar or panual jobs) in the 
United States in recent decades. 

Does the possibility of high status mobility create psychological 

problems? 

Since earliest times in the United States, high valuation has at- 
tached both to equality of opportunity in the pursuit of a livelihood 
and to economic success as a means of status enhancement. The success 
story has been a major theme in our literature. “Every man a king,’’ 
“every boy a potential president’’— the.se were common expressions of 
the “American dream.’’ The attainment of this dream, however, 
has not been equally available to all Americans. We recognize that op- 
portunities are greatest for those who are already well up the status 
ladder. Increasingly in our technologically oriented society, success re- 
quires a high level of general education and of specialized training. 

Despite eflForts to provide financial aid for the college education of 
bright students from less advantaged backgrounds, such education still 
depends largely on family attitudes and income rather than on in- 
tellectual ability per se. In addition, as we have noted, some minority 
groups are denied substantial access to means of bettering their rela- 
tive positions. Contemporary American society puts a very high value 
on occupational and monetary success but does not place equivalent 
emphasis on providing the means to achieve success. As a consequence, 
most children growing up in the socioeconomically deprived segments 
of the population must either pitch their aspirations low or encounter 
recurring frustrations as a result of the lack of opportunities available 
to them. Efforts to adapt to this discrepancy between goals and’ oppor- 
tunities to achieve them produce a variety of behavioral outcomes and 
characteristic ways of seeking to attain and maintain self-respect. One 
result is a high incidence of various forms of deviant behavior, which 
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entail more potentialities for gain and less for loss to the lower status 
person than to those higher on the ladder. 

In a society where there is less emphasis on improving one’s position, 
the individual who is low on the prestige ladder is more likely to aspire 
to goals that are realistic for him. No society, however, even one based 
on a caste principle, is wholly rigid. It appears that the desire to im- 
prove one’s lot characterizes most people in complex societies present- 
ing wide variations in styles of life. The psychological consequences 
of status differentials are, nevertheless, much greater in a society that 
places high value on occupational success without providing equality of 
access to the mean^ of achieving such success. We are accustomed to 
think that the United States affords greater possibilities for occupa- 
tional mobility than do the older nations of Western Europe. In fact, 
however, several of them have been characterized in recent decades by 
a greater fluidity of the occupational structure than has the United 
States. Hence, it appears that psychological stress deriving from 
thwarted desires to enhance status is especially great in the United 
States. Our high rates of crime, drug addiction, and various other 
forms of deviant or pathological behavior appear to be attributable, at 
least in part, to this fact. 

What effect can a parentis preoccupation with status have on the de- 
velopment of his childrent 

Children learn very early that their parents and other grown-ups 
make distinctions— often invidious comparisons— based on social status 
and status symbols. Parents preoccupied with status frequently will 
choose their children’s playmates. Some neighbors are “like us” or 
“nice people”: others are “not nice.” The Smiths may be characterized 
as “not bad sorts, but of course he’s still driving that wreck of a Ford.” 
It does not take long, then, for the children to learn to make status dis- 
tinctions— and to discriminate accordingly. If these distinctions, as en- 
forced or reinforced by the parents, unduly limit the circle of a child’s 
friends and lead to his feeling that he is better than most of them, a 
dangerous alienation may result. By the time he is ready for school, he 
may be unduly concerned about conforming to his parents’ expecta- 
tions and quite unable to be comfortable with his classmates. 
Twinbom with the development of t contemptuous attitude toward 
some children is the realization that there are others who may look 
down on him; and it is precisely these children whom his parents want 
him to cultivate. 
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Whai problems can ^‘keeping up voith the Joneses^ create? 

The ideal of social equality, coupled with unparalleled oppor- 
tunities for economic development and expansion in the United States, 
has, as we have noted, led to more rather than to less striving for status. 
In a rapidly growing, rapidly changing society, especially one in which 
wealth used for capital can be productive of tremendous power, money 
itself can become the prime status symbol. Spiritual, artistic, and hu- 
man values tend to be sacrificed to the pursuit of wealth, not merely 
for the comforts and security it brings but as an end in itself. Thorstein 
Veblen, in his famous Theory of the Leisure Class, written in 1899, 
described some of the consequences of the pattern of "conspicuous con- 
sumption" or ostentatious spending by which status may be enhanced 
in societies where wealth is the measure of worth. 

Are problems of status aggravated by advertising and the promotion 

of new consumer products? 

To a high degree, modem advertising capitalizes on and seeks to 
accentuate patterns of conspicuous consumption. Unquestionably, this 
serves to reinforce the importance of money as a means to status, since 
it permits purchase of the trappings associated with high status in the 
promotional media. This emphasis is simply one aspect of the Ameri- 
can status system, and illustrates the stress on goals rather than means. 
It must to some degree accentuate the tensions and feelings of status 
deprivation on the part of those who are subjected to the promotional 
efforts, but who cannot hope to own the products being promoted. 

Are people today more concerned with status tluin were people in the 

past? 

Population mobility, the diversity of interests and values in urban 
society, instability of the family, and extreme concern with material 
comforts and standard of living— these and other aspects of modern in- 
dustrial society tend to be conducive of high concern with status. But 
it must not be thought that this is exclusively a modem problem. Mo- 
li^re’s Le Bourgeois Gentilhomme was a model of status striving and, 
indeed, the literatures of East and West are filled with accoqnts of 
young men and women striving to climb the social ladder. Tipies of 
social change have been times of high social mobility. Unfortunately, 
we have little more than literary accounts to indicate the pervasiveness 
and psychological consequences of concern with status in other. times. 
(See Morals, Values, and Mental Health) 
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What is a healthy attitude toward one^s status? What is a healthy ap- 
proach to changing it? 

What one regards as a healthy attitude toward one’s status will de- 
pend on one’s perspective and the opportunities for doing something 
about status deprivation. It seems fair to say that one consequence of 
being at the bottom of the status hierarchy is a lack of knowledge about 
and of motivation toward the means of enhancing one’s social status. 
On the other hand, those whose families have begun to move up are 
more likely to be strongly committed to improving their status, since 
this goal or value is most often learned about in the family. A healthy 
attitude toward sta*tus, as toward any aspect of self, entails a realistic 
appraisal of one^ abilities and of the potentialities for their use. 

The realities of the status system, including its rigidities and dep- 
rivational aspects for many groups, are not to be denied and are not 
readily to be changed. This does not mean that one must wholly “ad- 
just” to or conform to the status quo. It does mean that one must take 
stock of assets and opportunities and especially that one must become 
aware of one’s own status goals and the motives for seeking them. 

May preoccupation with status be a determinant of mental disorder? 

Preoccupation with status is both a symptom of anxiety and low 
self-esteem and an attitude that tends to lead to more serious disorders. 
The person who constantly insists on deference from others is markedly 
handicapped in the give and take of social interaction. The person who 
claims a higher status than others accord him is the one whom others 
will most delight in discrediting. This appears to be an aspect in many 
instances of paranoid symptomatology. More commonly, however, 
status preoccupation is found in association with neurotically compul- 
sive striving. There is also evidence that many families that have pro- 
duced schizophrenic patients have been strongly status-minded, often 
setting goals that seemed hopelessly unattainable to the future pa- 
tient. (See Social Factors in Mental Illness) 

What treatments are available for persons who feel great anxiety 

about status? 

Psychotherapy and, in many instances, group therapy appear to be 
the most promising means of treating status anxiety. In the group sit- 
uation such anxiety is quickly manifest, but inasmuch as status outside 
the group has relatively little bearing on responses within the group, 
the person who is anxious about his status is constantly confronted by 
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evidence of the inappropriateness of viewing all relationships in terms 
of status. Much depends, however, on the specific nature and develop- 
ment of the individual's anxieties about status. For some patients, 
group therapy may be contraindicated. Therefore, a thorough psychiat- 
ric examination is desirable before making any commitments to a 
particular course of therapy. 

Successful treatment depends on the ability of the patient to recog- 
nize that he needs help with this problem rather than to blame his 
problem on others and on the nature of the social milieu in which the 
patient lives. If the latter constantly entails his being devalued and 
humiliated, a change of situation may be even mdre important than 
treatment itself. 

( 

How important is status, for an mdividual*s odjuamentf 

The importance of status derives from the fact that we build up 
our evaluations of self out of the evaluations received from others. 
Healthy “adjustment” is not so much conformity to social niles as 
ability to maintain respect for ourselves, to perceive reality correctly, 
and to be able to cope with our environment so as to achieve satisfying 
goals. The objective facts of status and the way in which these come to 
be defined by the individual will influence each of these aspects of 
mental health. 
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What is socuA iuork? 

Social work, depending upon who uses the term and in what kind 
of company, can and does mean a variety of things. The range of ac- 
tivities can include anything from the individually well-intentioned 
"Lady Bountiful,” dispensing her largesse as whim or caprice moves 
her, to highly trained executives of multimillion-dollar organizations 
staffed by professionally trained people with highly developed tech- 
nical skills. Indeed, in formal programs, tasks are assigned to volunteers 
who may appropriately refer to their activity as “doing social work." 
Thus, it is best to describe social work as a lay professional endeavor, 
depending upon who does it, where it takes place, and what it specifi- 
cally involves. 

Social work essentially finds its sponsorship as a lay endeavor. In the 
public field, through citizen interest, legislation is formulated and sup>- 
ported. Public agencies and programs bring into being social policy 
and action to implement services to individuals and groups. In the 
voluntary (private) agency field, the layman is usually seen in his par- 
ticipation in policy formulation on agency boards and community 
leadership. This reflects a cross section of participation and responsi- 
bility. In both fields the layman reflects and represents the taxpayer and 
contributor. He supports and interprets a program to the community 
at large. The services that all of these agencies offer to the public are 
administered by professionals with experience and training for their 
tasks. The agencies seek to translate the wishes of their sponsors into 
effective programs after having received approval. Here the profes- 
sional, schooled systematically and disi iplined with a sense of responsi- 
bility, practices his profession. At various levels of operation the pro- 
fessional analyzes the elements of tlie service that the agency offers to 
the public, delegates portions of the job to selected individuals, intro- 
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duces measures of evaluation, and is held to account by those who have 
established the purposes and objectives of the agency. 

Where is social work carried onf 

From our earliest colonial days governmental and private citizen 
agencies have taken the responsibility in various ways for people in need. 
“Overseers of the poor,” in 1691, were public officials embodying the 
recognition of community responsibility for both “able-bodied and 
disabled” individuals who were economically indigent (paupers). Asso- 
ciations reflecting church or national origin, such ^as the Scots Chari- 
table Society of Boston (established in 1657), were formed for mutual 
benefit or charitable aid purposes. As individual needs became group 
needs, a variety of voluntary associations developed in the fields of 
health, welfare, and education. As the groups became larger and the 
responsibility could not be met by voluntary associations, governmental 
agencies and programs were developed. In the early years most economic 
and welfare functions, including health care and education, were cen- 
tered in the family. The first school (The Boston Latin School) in 
1644 was a voluntary effort. The indigent sick stimulated the develop- 
ment of our general hospitals (1756) as we know them today. The 
facilities which developed publicly, like the almshouses in the 1820’s, 
brought with them additional problems that were ferreted out by pub- 
lic interest. The voluntary efforts of agencies like New York’s Associa- 
tion for Improving the Condition of the Poor (1848) addressed them- 
selves to the problem of differentiating between those whose condition 
could be alleviated by helping them to a self-sustaining role and those 
whose condition was chronically dependent. In 1860, the Children’s Aid 
Society of New York (established in 1853) addressed itself to the prob- 
lem of placing dependent children with citizens; in a sense it was the 
forerunner of child welfare pre^ams. Legislative committees made 
surveys and investigations of practices in the almshouses and stirred 
the public conscience. In the second half of the nineteenth century. 
State Boards of Charities and Corrections became part of the govern- 
mental structure of many states. Many localities saw the rise of charity 
organization societies sponsored by citizens’ voluntary contributions. 
(Today, these are still prominent in the voluntary social work field 
and are known as Community or Family Service Societies.) ; These 
public and private agencies all approached their problems from a 
variety of human interests. All, however, attempted to understand the 
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indigent and to design programs which would alleviate social distress 
and human misery. Recurring problems brought new attempts to study 
and analyze; new problems brought on by political, economic, social, 
or international events have produced a fascinating and complex his- 
tory in the design and formation of programs to meet these problems. 
An annual forum meets in a different city each year to compare ex- 
periences and share knowledge. In 1873, the National Conference on 
Social Welfare was founded as the National Conference of Charities 
and Corrections, and in 1963 it will meet in Cleveland, Ohio, for the 
ninetieth time. 

This brief suggestion of social work history gives indication of the 
variety of fields where social work is practiced. Underlying the relation- 
ship between social work and mental health and mental illness is the 
principle that wherever and however one can help individuals to 
achieve satisfaction in socially acceptable ways, there is less danger to 
the emotional balance of a personality. To this extent social work has 
an impact on mental health, whether it is practiced in agency settings 
specihcally established for the care and treatment of the mentally ill, 
such as a psychiatric hospital or clinic, or whether it is practiced in 
other agency settings, such as child welfare, corrections, school social 
work, family welfare, medical and public health, public assistance, com- 
munity planning, or group service agencies. 

How are social work and mental health related 

Since psychiatry has increased basic understanding of human be- 
havior and its aberrations, mental health and mental illness have be- 
come less easily defined areas of demarcation. The long interest of 
social work in human capacities and limitations, the willingness of so- 
cial workers to offer some help to individuals, regardless of their prob- 
lems, have prepared them for this advancing knowledge. Just as psychi- 
atry has broken down superstition from the days of witchcraft in this 
country, it has moved out of institutional walls to the concept of com- 
munity care, and, as this broad educational effort continues and is 
accepted by the public attitude, psychiatry and social work move deeper 
into the uncharted areas of mental health promotion, the prevention 
of mental illness by early detection and treatment of cases, by the 
limitation of disability, and the many rehabilitative efforts now ap- 
pearing on the scene. The possibility of preventing what has recently 
been called "social crippling" as a result of unnecessarily prolonged 
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hospitalization for mental illness has long been a concern to social 

agencies. 

Social workers started to become concerned with the care and treat- 
ment of the mentally ill very early. The almshouses of the 1830’s, into 
which the indigent and “worthy” poor were put, included many indi- 
viduals who could not care for themselves because of a variety of mental 
conditions. Twenty years of social work lobbying for legislation 
brought the New York State Care Act of 1890 into being and gave 
impetus to the development of state hospitals for the mentally ill. 
State Charities Aid Association of New York, a voluntary agency, had 
for years been concerned about mental patients and their families. 
When breadwinners went into state hospitals as patiepts, the care of 
their families became a community concern. When the patients re- 
turned to their families, the problem of helping them pick up their 
responsibilities required additional help. To demonstrate this, in 1906 
State Charities Aid Association of New York subsidized an “after-care 
agent,” a social worker, to work with discharged patients of Manhattan 
State Hospital. This was the forerunner of psychiatric social work de- 
partments in state mental health programs in the country. Social work- 
ers are found on the staflFs of most psychiatric clinical services, whether 
they are outpatient departments of general hospitals, school or com- 
munity clinics, or wherever modem psychiatry brings its skills to bear. 
The social worker is considered an integral member of the “clinical 
team” and as such is a professional colleague of the psychiatrist and 
clinical psychologist. In a survey of national outpatient clinic statistics 
(1954-1955), the United States Public Health Service reported that .38 
per cent of all professional staff time was provided by social workers. 

In addition to the social worker who functions as a clinician in the 
psychiatric setting, many carry administrative planning and policy- 
making functions. They are also involved in community mental health 
educational and other efforts designed to impart information and to 
influence the community’s attitude toward affirmative mental health 
work. These additional activities exemplify the expanding concept 
and understanding of mental health. 

How does social work help? 

Social workers, through the many programs in which they practice 
their profession, try to help individuals use their own personal and 
other resources to solve human problems. Social workers know that if 
a person becomes bogged down with a serious problem, his mental 
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health will be affected accordingly. Depending upon the individual, the 
emotional reaction can be anything from a mild transient reaction to 
a major mental illness requiring definitive psychiatric treatment. 
Therefore, social workers have moved into such fields as child adop- 
tion, family counseling, juvenile delinquency, corrections, group work, 
medical social work, community organization, and public welfare. In 
June 1958, the number of persons served by all public welfare agencies 
was 6,300,000 and the cost that month for assistance, service, and care 
was $290 million. The public agencies serving over 3,000 of the nation’s 
counties constitute the largest child caring and child serving group in 
the country. 

The philosophy is that if we can help an individual to a more satis- 
fying life, or to live more comfortably with himself and his problems, 
then there will be less likelihood of an emotional breakdown. The 
trained social worker is highly skilled in interviewing techniques. He 
has been taught a good deal about the nature and varieties of human 
behavior. He has been schooled to identify and to know how to use 
community tcsources to bring their facilities to bear on his clients’ 
problems. He is sophisticated in the knowledge of community agencies 
and their services. As a professional he is clear about his serving role 
and is protective of his clients’ integrity. He constantly examines his 
performance and seeks to improve it. 

Although the individual has been stressed in this content, social work 
has developed methods whereby it not only works with individuals 
(casework), it also works with groups (group work) and with commu- 
nities (community organization). These methods are highly devel- 
oped, have a substantial body of literature, and are taught in graduate 
schools of social work. 

Where dries the professional social worker get his training? 

Professional training for social work began with the establishment 
of the New York School of Philanthropy in 1898 (now Columbia Uni- 
versity New York School of Social Work). There are currently fifty-six 
accredited schools of social work in the United States and seven in 
Canadian universities. A two-year course of concurrent classroom and 
supervised fieldwork leads to a master’s degree. In June 1961, 2,310 
individuals received master’s degrees in social work. Sixteen United 
States universities offer doctoral degrees in social work. New schools 
are continually being developed and their curricula are evaluated and 
accredited by the Council on Social \Vork Education. 
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Hew numy social workers are there in the United Stalest 

Studies have been made by the United States Bureau of Labor 
Statistics and the National Social Welhire Assembly. They identify 
105,351 social workers in 1960. Of these, 63 per cent were employed by 
federal, state, or local government and 37 per cent worked in voluntary 
nonprofit agencies. The number of those considered to have basic pro* 
fessional training was 21 per cent. Only 9 per cent of the total group 
did not have a college education. 

How many social workers are neededt 

I 

Social workers have been, and in the near future will continue to 
be, in chronic short supply. To estimate the exact need is extremely 
difficult, since new programs calling for their employment are con- 
stantly being conceived. In June 1962, it was estimated that there were 
approximately 12,000 to 15,000 unfilled positions for which budgeted 
funds were available. To take an illustration of the projected deter- 
mination of need for future social workers: 

The staff of the United States Bureau of Public Assistance (now the 
Bureau of Family Services) and the Children’s Bureau under the So- 
cial Security Administration, Department of Health, F.ducation, and 
Welfare have projected a 1970 goal of 44,500 additional fully trained 
social workers. This is the considered estimate of one large agency 
with many functions— and only represents a percentage of the agency’s 
present total staff. It is clear that the fields of social work, in the fore- 
seeable future, will continue to be,manned by heterogeneous staffs that 
will vary from untrained to partially trained and fully trained per- 
sonnel. Many programs will use the services of volunteers who will be 
selectively trained for particular tasks. 

How can anyone identify professional social workerst 

The simplest way is to ask for credentials. When the public seeks 
any service of a professional, lawyer, doctor, or accountant, there are 
simple determinants like a license or a certificate. This is more dif- 
ficult in social work since only a few states have so far passed legislation 
to restrict the title “registered social worker” to the professionally 
trained practitioner. A number of state legislatures are considering 
bills to help the public identify such qualifications for their owp pro- 
tection. However, since most social workers practice under agency 
auspices and will on request produce evidence of their training and 
other credentials, it is best to be quite direct and ask for it. The 
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qualified worker will appreciate such candor. On December 1, 1961, 
the Academy of Certified Social Workers, a national standard-setting 
organization, gave the general public a clearer method of identification. 
Qualified members now have the certificate, "A Certified Social 
Worker.” 

There will be qualified individuals without these credentials but 
they will need further evaluation. For example, a fully trained social 
worker will require two years of accredited supervision by a qualified 
supervisor before certification. 

Is there a professiotud membership organization} 

The National Association of Social Workers is the single profes- 
sional membership organization. Comprising about 35,000 members, 
it is the outgrowth of a merger of five predecessor groups. Professional 
social workers first developed an organization of medical social workers 
shortly after 1915. They were followed by psychiatric social workers 
and several others so that a segmented group of organizations with a 
variety of membership requirements spoke for the social work field of 
their interest. In 1955, the American Association of Group Workers, 
the American Association of Medical Social Workers, the American 
Association of Psychiatric Social Workers, the American Association 
of Social Workers, the Association for the Study of Community Or- 
ganization, the National Association of School Social Workers, and 
the Social Work Research Group memberships joined together to 
form the National Association of Social Workers. The basic mem- 
bership reqtiirement is graduation from a school of social work ac- 
credited by the Council on Social Work Education. The National 
Association of Social Workers has a broad program of publications and 
is the single responsible spokesman for the professional membership. 
It has a code of ethics and is eager to improve all aspects of the public 
image of social work. 

What is social casework! 

It has already been noted that all trained social workers have been 
given basic information regarding disease, both physical and mental. 
Wherever social workers practice and professionally involve themselves 
with individuals, they must have a grounding in personality develop- 
ment and its aberrations. A great deal of knowledge and skill must be 
available to the social worker who makes decisions regarding the proc- 
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ess involved in the adoption of a child, counseling with families, and 
making a variety of community services available to handle cases of 
social pathology. In all situations the social worker should be able to 
distinguish between that portion of the problem which is the result of 
real factors and those aspects of the situation which are created by the 
emotional needs or shortcomings of the person who comes to him for 
help. The capacity for this type of differentiation is part of the skill 
and technique of all social workers who are trained in the casework 
process. As they work with an individual and his problem, social work- 
ers develop an understanding of that individual’s situation, his accus- 
tomed manner of coping with problems, his strengths, and his weak- 
nesses. The objective of the casework relationship is to help the 
individual find new ways of behavior, thus enabling him to accept the 
solutions that are reasonable and possible within existing reality 
limitations. 

At the starting point, the social worker accepts the individual as he 
is and where he is-a person with a problem who has come to him for 
help. The relationship grows as they begin to understand one another 
and as they correct first impressions and misconceptions. The client 
may have a variety of expectancies gathered from previous related and 
unrelated experiences, or he may be accustomed to dumping his prob- 
lem into the lap of someone who will take it over and tell him all the 
answers. It will soon become apparent that the social worker is a 
person who is interested in the client’s life situation and is willing to 
work with him and his difficulties, but will assume only such responsi- 
bility as is realistic within his technical skills and the agency resources 
or community facilities that may be available. Thus, the casework 
process can be a constructive experience for the individual who is so 
closely involved with himself that he has become completely frustrated 
because he does not know where to turn next. Frequently, even when 
solutions to problems do not result from the casework relationship, the 
client may achieve a different perspective— one that will make his 
chronic situation more tolerable. 

The social caseworker maintains a constant attitude of inquiry and 
acceptance of the client. He has to be aware of his own attitudes, inter- 
ests, concerns, and standards. He has to be careful not to confuse; these 
with the attitude of the client. He must exercise restraint in icing 
decisions, and rather suggest alternatives and discuss choices so thit the 
client may have a maximum of latitude for decision. This supplies the 
motive power for the client to act and achieve in his own behalf wi thin 
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his own capabilities. Out of such a process an individual may replace 
his dissatisfaction with an experience of satisfaction. 

An important factor in social work practice is the special nature of 
supervision and supervisory practice, not matched consistently in any 
other profession. Both in his training and in his practice the efforts of 
the social worker continue to be under close scrutiny. This is a built-in 
process that helps the practitioner to develop his skill and examine his 
practice, as well as to have colleague consultation at all times. It is also 
an insurance to the client that when his problem is one that is not 
amenable to social work help or is beyond the competence of the social 
worker, appropriate safeguards and referrals to other resources will 
be made. 

What are other social work methodsf 

Like other professionals social workers specialize. Some of the 
fields of social work have already been suggested. Social casework as a 
method has been briefly discussed. Other methods, e.g., group work 
and community organization, have also been mentioned. Offering ser- 
vice to groups has become more developed in recent years. This ranges 
from general activity groups in community centers, or youth groups 
directed at efforts to ameliorate influences thought to bear on the 
problems de.scribed under the heading of “juvenile delinquency,” to 
very circumscribed groups of patients in mental hospitals where group 
techniques have been found effective. Community organization in so- 
cial work has taken on a rather special character which has grown out 
of the general social work philosophy and training. Although the term 
is used by other professional disciplines, e.g., public health, the process 
employed by social workers has a distinctive character and a mark of 
participation that is its own. It is seen in local, state, and federal opera- 
tions as a highly sophisticated technique requiring considerable skill. 
Although research and administration are not methods unique to social 
work, they take on a particular coloration and emphasis in this context. 

What is psychiatric social work? 

Unfortunately, this has become a value term in some quarters, 
both professional and lay. All professional social work training is ge- 
neric and as such social workers are academically trained in similar 
content. However, all practice of social work is performed in specific 
settings. Therefore, it is important to have a knowledge of this specific 
adaptation of general social work training. 

Adding the adjective “psychiatric” to social work has been grossly mis- 
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understood. For years the American Association of Psychiatric Social 
Workers clearly defined a position that has remained unchanged. The 
A.A.P.S.W. had always insisted upon training and practice standards. 
However, it defined the field of psychiatric social work as “social work 
practiced in direct and responsible working relations with psychiatry.” 
The effort was succinctly to maintain the identity of social workers who 
undertook to practice their profession conjunctively with the medical 
specialty of psychiatry. The efforts of this segment of social workers re- 
sulted in the inclusion of what was known as the psychiatric sequence 
in the curriculum of schools of social work as early as 1916. This spe- 
cialized training used to be reserved for social workei's who elected it in 
preparation for practicing in psychiatric agencies. In the 1940’s, how- 
ever, all accredited social work training began to require such courses. 

The special difference of the psychiatric social worker is that he 
practices in a psychiatric setting. As such he is clearly identified with 
the medical service he represents and carries a delegated medical re- 
sponsibility, which social workers in other settings do not. He becomes 
more attuned to deviations from the normal behavior since medical 
services are sought when the individual sees his problem as an illness 
rather than as a problem in social context such as marital discord or a 
problem of adjusting to a school situation. Essentially the psychiatric 
social worker, therefore, complements his special skills and competence 
with those of psychiatrists by assisting them to give their patients a 
comprehensive service. Some social agencies may use psychiatrists in 
a consulting role but do not consider themselves as agencies offering 
medical services to the public. 

Practicing in a psychiatric setting does not require different or more 
training than that expected of social workers in other settings. Nor is 
the element of skill to be valued higher in this sphere than that to be 
found by the social worker whose setting is child adoption or a family 
society. 

Where are psychiatric social workers foundt 

Psychiatric social workers have become integrated with any psy- 
chiatric service that attempts a complete service. In mental hospitals, 
general hospitals, and other inpatient or outpatient services, 'social 
workers will be on the staff working with patients either individually 
or in groups. In community mental health clinics, for either children 
or adults, the “intake” worker will usually be a psychiatric social 
worker. He will be the individual with whom you will first discuss your 
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interest in the service. He will tell you the kinds of services the agency 
has to offer in connection with the kind you are seeking. He will 
answer your questions regarding the diagnostic and treatment proc- 
esses, cost, frequency of appointments, and other practical considera- 
tions. You will be able to consider with him the appropriateness of the 
facilities that will meet your needs. In all probability the social worker 
will provide the thread of continuity for the patient during a variety 
of procedures and therapies. At various points in the course of treat- 
ment the social worker may play a minor or major role in keeping 
with the medical plan. 

In addition to specific clinical roles in connection with patients, so- 
cial workers participate in mental health programs in a variety of non- 
clinical ways. They may have important administrative posts in com- 
munity services such as community mental health boards. They may 
act as consultants to mental health programs or participate in mental 
health education. The social work community organization training 
and know-how are especially valuable in assisting in the creation of 
new mental health agencies. 

Is social work practiced privately f 

Social work is found mostly in group practice, such as govern- 
mental subgroups or voluntary agencies. However, there has been some 
private practice in existence for thirty or more years. It usually has 
been on an individual arrangement basis between a psychiatrist prac- 
ticing privately and an individual social worker. However, more and 
more in recent years social workers have individually offered their 
services to the public. Acting on the recommendations of the National 
Commission on Social Work Practice, the Board of Directors of the 
N.A.S.W. stated desirable minimum qualifications for social workers 
engaged in private practice in May 1961. In brief these are: (1) gradua- 
tion from an accredited school of social work; (2) membership in 
the N.A.S.W.; (3) membership in the Academy of Certified Social 
Workers; and (4) five years of experience in agencies under qualified 
supervision. 

The Board of Directors of the N.A.S.W. defined private practice: 
“A private practitioner is a social worker who, wholly or in part, prac- 
tices his profession outside the aegis of a governmental or duly in- 
corporated voluntary agency, who has responsibility for his own practice 
and sets up his own conditions of exchange with his clients, and 
identifies himself as a social work practitioner in offering his services.*' 
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What is a speech disorderl 

A speech disorder is a deficiency, distortion, or disturbance of 
speech that makes a significant difference to the speaker, or to the 
listener, or to both in their attempt to communicate with each other. 

What are the various types of speech disorders? 

There are disorders of language, voice, speech-sound articulation, 
and speaking rate and fluency, as well as stuttering. The main disorders 
of voice are aphonia, or lack of voice; hoarseness, breathiness, harshness, 
and excessive nasality; and loudness or pitch, or both, that arc too high, 
too low, or monotonous. Disorders of articulation may involve omission 
of sounds, as in “pay" for “play,” or substitution of one sound for 
another, as in “wan" for "ran,” or distortion of sounds as in a mushed 
or whistled “s.” Rate of speech may be too fast, or too slow, or uneven. 
Speech may vary in fluency. All speakers are hesitant, repetitive, and in 
other ways disfluent, some more than others, and any speaker is more 
disfluent when frightened, excited, fatigued, or uncertain. Disfluency 
may also be associated with certain kinds of brain damage or with 
neurosis. 

The disfluency involved in the problem of stuttering differs from 
other disfluency in its association with distinctive feelings of concern, 
fear, or embarrassment, and with distinctive patterns and degrees of 
tension. The tension and strain of the stutterer arises chiefly from his 
effort to hold back, so as not to stutter again, at those times when he 
feels he will stutter if he goes ahead. Stuttering varies greatly; it seldom 
occurs when the speaker is alone, or in singing, reading in chorus, etc. 

Aphasia is a general name given to deficiencies and disturbances of 
language due to brain damage, particularly cerebral vascular aqcidents 
(strokes), tumors, and traumatic injuries. Aphasia may affect leading, 
writing, speaking, and the understanding of speech. It commonly in- 
volves difficulty in recalling names or in word finding. 
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Hmo many individiuds in this country are afflicted with speech dis- 

orders? Is this rate changing? 

Probably three to five out of every hundred persons have impaired 
speech. Comparatively larger proportions of the very young and very 
old have speech that does not meet the general standards of normality. 
Over 5 per cent of children in the early grades need speech correction: 
the percentage drops to 2 or 3 per cent in high school. Among patients 
in geriatric hospitals, over 25 per cent may have severe speech 
and language disorders. Disorders of speech associated with neurological 
impairment, cancer of the larynx, and severe hearing loss are probably 
increasing simply because the proportion of our population in the older 
age brackets is increasing. Speech correction is reducing the rate of 
incidence of speech disorders among schoolchildren, but the total 
number of schoolchildren is increasing. 

Are there more speech disorders among particular nationalities? 

Reasons? Races? Socud or economic groups? Sexes? 

We do iu»( know definitely whether national, religious, or racial 
groups differ in the incidence of speech disorders. There may be more 
articulation disorders and delayed development of speech in the lower 
economic levels, to the degree that economic level is associated with the 
level of mental ability and with the amount of speech stimulation, since 
there are somewhat more disorders of these types among the mentally 
subnormal and the underprivileged. There may be more stuttering in 
families that are striving to rise in the socioeconomic scale, and that 
tend to be, therefore, more perfection istic and demanding with their 
children. Cienerally speaking, more males than females have speech 
disorders. For every girl there are from two to four boys who come to 
be classified as stutterers. Recent studies indicate that young boys and 
girls speak about equally fluently, and so the sex difference in incidence 
of stuttering may reflect a difference in the way boys and girls are reared 
and in the way their early speech is judged by their parents. 

Are the causes of speech disorders physical? Psychological? Hereditary? 

Different disorders of speech have different causes. Some articula- 
tion disorders are due to faulty learning, while others are related to 
such conditions as cleft palate or cerebral palsy. As has been indicated, 
aphasia is associated with brain damage or disease. Surgical removal of 
the larynx, or voice box, because of cancer, results in loss of voice; pa- 
tients who have had this kind of surgery can be taught to speak by 
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swallowing air and vocalizing it as they expel it, or to use mechanical 
or electrical artificial larynges or “voice makers.” It has not been 
thoroughly established that any speech disorder, as such, is hereditary. 
What a person inherits is a body with its distinctive structural features 
such as eye color and skeletal structure. Because one inherits a voice 
box, throat, and mouth of particular size and shape, tone of voice may 
be said to be inherited because it is dependent to some degree on these 
physical features. The problem of stuttering often runs in families, but 
so do political leanings, religious preferences, and the like. Parental 
attitudes and practices with regard to the speech ti;aining of children 
probably do run in families, and so far as these are responsible for 
stuttering, the tendency of the problem to run in families may be 
accounted for on this basis. 

When do most speech disorders begin? 

Some disorders, such as those associated with cerebral palsy, are 
present from the beginning of speech. Many articulation problems 
begin with the learning of faulty ways of forming certain speech sounds 
during the first one to three years. Aphasia begins with the brain 
damage or disease to which it is due, at whatever age this occurs. The 
problem called stuttering usually begins between the ages of two and 
a half and four years. 

Is the individutd always aware of his speech disorder? 

Yes, with two main exceptions. First, one cannot always be sure of 
the mentally retarded child’s awareness of his speech. Second, when a 
parent first decides that a child is stuttering, the child himself may not 
feel that anything is wrong. In other words, at first the problem is that 
of the listener rather than that of the speaker. What the child first 
becomes aware of is not that he is speaking differently, but that his 
speech is not well received by his listeners. 

Might a speech disorder cause other disturbances? What can be done 

to prevent this? t 

It is mainly through speech that human beings relate to each 
other. Any significant impairment of a person’s ability to speak or to 
understand and respond to speech necessarily affects his relationihips 
with others. It also affects, therefore, the feelings he has about himself. 



Speech Disorders 


1955 


The aphasic patient, for example, may experience feelings of insecurity, 
loneliness, confusion, and depression upon finding, after a long business 
career, that he cannot remember names, understand directions, or make 
himself understood by his friends and loved ones. Once a child has been 
regarded by his parents as a stutterer and comes to speak to them more 
hesitantly and uncertainly because they seem not to approve of the way 
he speaks, he may develop considerable evidence of uneasiness and 
tension in speaking. Speech characterized by such conflict and tension 
is what we usually mean clinically by stuttering, and such speech may 
occasion difficulty in social and personal adjustment for the speaker. 
Conditions such as’ cleft palate or cerebral palsy, which are sometimes 
associated with a speech disorder, may impair the speaker’s self-regard 
and add to his difficulty in social relationships. What can be done 
mainly to prevent a speech disorder from resulting in adjustment 
difficulties is to help the speaker and his family cultivate the perspective 
and the attitudes that will enable them to mirfimize embarrassment 
and discouragement and to make the most of the individual’s capacity 
for speech. Effective clinical speech services and related counseling are 
the major approach to this problem. 

Might a speech disorder be a sign or symptom of a more serious 
disturbance? 

This question has been answered in part by the references above 
to aphasia, speech disorders associated with cleft palate and cerebral 
palsy, mental retardation, etc. It is to be particularly noted that exten- 
sive research has failed to substantiate the more or less popular notion 
that stuttering is a symptom of emotional disturbance; stuttering, how- 
ever, may be the cause of considerable emotional distress. 

Can a serious emotional experience later in life cause stuttering? On 
what might this depend? 

A fundamental distinction is to be made between disfluent speech, 
as such, and the problem called stuttering. Unusual or excessive dis- 
fluency may be due to many factors. Some of these may occur later in 
life. Certain illnesses, brain injuries, excessive fatigue, or the effects of 
alcohol or certain drugs, or excitement, grief, and other emotional ex- 
periences, that can occur almost any time in life, may be accompanied 
by unusually hesitant or disturbed speech. Disfluent speech, as such, 
however, is not all there is to stuttering, which is characterized by 
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distinctive tension, fear of stuttering, and embarrassment over it. The 
problem called stuttering usually begins around the age of three years. 

What is stuttering? What percentage of the words spoken by a 

stutterer are stuttered? 

As has been explained above, stuttering is a problem that involves 
a speaker, one or more listeners, and the interaction between them. 
This problem characteristically arises first in the listener (the parent) 
who comes to feel that the speaker (the child) is not as fluent as he 
should be. When the parent first feels that the child is not speaking 
fluently enough, the child may be speaking very fluently, very dis- 
fluently, or somewhere in between. In the usual case he is repeating 
sounds or syllables or whole words or phrases or interjecting “uh, uh, uh” 
or other sounds indicating hesitation or uncertainty in choice of words. 
These forms of disfluency are to be observed in the speech of all chil- 
dren. When a child is first regarded by his parents as a stutterer, he 
may be speaking either less or more fluently than the average child of 
his age. He may be speaking with much more disfluency than usual, 
but under conditions of excitement, confusion, great fright, injury 
or disease, so that his unusual disfluency is “normal under the circum- 
stances." He may or may not react to his disfluency with some degree of 
tension, struggle, or distress. What is crucial is the relationship that 
develops between the child, as the speaker, and his parent, ns the 
listener. If the listener is concerned and reacts so as to influence the 
child to feel concerned about the way he is speaking, then the child’s 
speech will be affected, in turn, by the concern that he feels. If the 
child himself has no reason to become concerned about his speech, it 
is to be expected that his speech will return to its usual degree of fluency 
when the conditions which have disturbed it have passed. If he does 
become concerned and tries to avoid hesitating, and if he experiences 
conflict over whether or not to speak or to hold back, he will develop 
the apprehensive and tense avoidance reactions that are recognized 
clinically as stuttering. As an average adult stutterer he will stutter 
about ten per cent of his words. Most stutterings last less than one 
second, but an occasional one lasts for a minute or longer. 

What is the difference between stuttering and stammering? 

Historically, “stammering" was sometimes used to refer to tense 
speech blockages, while “stuttering” was used to refer to repetitive dis- 
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fluencies. Today these two words generally mean the same thing. In 
England and in some other parts of the world the term “stammering” 
is preferred; in the United States the term “stuttering” is preferred. 

Are there certain physical activities particularly characteristic of the 

behavior called stutteringT 

Clinically significant stuttering involves the more or less tense 
prolonging of sounds and repeating of the first parts of words or whole 
words or, in some instances, phrases. It may also involve holding the 
breath, pressing the lips together tightly, clamping the jaws together, or 
associated movements such as tightly blinking the eyes, turning the 
head, and movements of the arms, feet, or other parts of the body. In 
general, these movements are essentially struggle reactions expressive 
of the speaker’s conflict between his urge to speak and his desire to 
avoid the stuttering which he is afraid he will experience if he begins 
or continues speaking. 

Are there' periods when stuttering is reduced} When} Why is this so? 

With few, if any, exceptions, persons who stutter can sing, can 
read or speak in chorus with others, even with other stutterers, talk in 
time to rhythms as in saying one word to each step while walking, and 
they can speak easily and comfortably when alone. In a very real sense 
it takes two persons to stutter. Moreover, stutterers speak better to 
certain listeners than to others. These variations in stuttering are prob- 
ably due primarily to past learning and the immediate attitudes and 
reactions of the listeners and of the speaker. Most stutterers talk more 
fluently to listeners who are sympathetic and friendly and who en- 
courage the stutterer to go ahead and talk and not worry about whether 
or not he is fluent. Likewise, stutterers talk better when they enjoy 
speaking and don’t care too much whether they stutter or not, and 
when they are most thoroughly self-accepting. 

Is stuttering a sign of low intelligence? 

No, it is not. 

Do stutterers have snudl vocabularies? Do they have larger vocabularies 

than they use? 

There is probably no basic or important difference in vocabulary 
, between persons who stutter and those who do not. Some stutterers do 
develop a habit of substituting words which they think they can say 
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for those on which they are afraid they will stutter. Because of this 
habit they probably cultivate somewhat larger vocabularies than they 
would otherwise. 

When is it best to start treatment for stutteringt How can stuttering he 

treatedf Why does it seem that a “curetP* stutterer sometimes reverts to 

his stuttering in time of emotional stress? 

The best time to do anything about the problem called stuttering 
is as soon as |>ossible after it has arisen. When the child is very young 
and the problem exists primarily in the feelings and behavior of the 
parents, treatment consists mainly of counseling fhe parents, as the 
child’s most important listeners. In general, the parents are given in- 
formation about the conditions under which children speak more and 
less fluently, are helped to understand how they can make speaking 
more rewarding and fun for the child, and how to eliminate conditions 
under their control that are disturbing to the child’s speech. After the 
child has become his own most disturbed and disturbing listener, 
therapy may be more difflcult and may take longer. In most modern 
speech clinics the older child or adult who stutters is helped to under- 
stand what he is doing that interferes with his otherwise fluent speech, 
and to recognize the conditions under which he does these things. He 
is helped to build confidence in his ability to speak normally. He may 
be encouraged to block and interfere with his speaking "on purpose,’’ 
in order to sharpen his insight that stuttering is indeed made up of 
things that he himself does, and that by doing them he keeps himself 
from speaking as well as he can. He may be instructed to do his stutter- 
ing in different ways, to do it more strenuously and more easily, in 
more complicated or more simple ways. He is encouraged, in due time, 
to try talking more and more without doing the things that are called 
stuttering. The clinician tries to get him to do more talking, and to 
practice talking with the new attitudes and confidence which his new 
knowledge and understanding— and improved speaking— give him. So 
far as the stutterer achieves these kinds of change, he speaks more easily 
and smoothly. It is often possible to achieve important changes in the 
speech of older children or adults within a few weeks, but substantially 
complete improvement is more likely to take two to three yoars or 
longer. Most stutterers never completely lose the memory oSE past 
distress in speaking, and they may revert to some degree of anxiety and 
related reactions under the particular conditions that have beeh most 
strongly associated for them with their greatest distress in speaking. 
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Stutterers can be hopeful of achieving improved speech in most modern 
speech clinics. 

Can stuttering stop by itseip 

Stuttering is done by the speaker, as has been explain^, and he 
can stop doing the things that make up the stuttering, but “it” can 
hardly stop “by itself.” Some speakers do stop stuttering without know- 
ing why or how they stop. 

What methods of treatment for speech disorders are aoailablef 

Treatment vafies, of course, with type of disorder, but in all cases 
the speaker needs the information that will enable him to understand 
his problem and to see his specific possibilities for improvement. He 
needs to practice the desired speech changes and to be encouraged and 
counseled as he tries to change his speech habits. The speaker who mis- 
articulates sounds benefits from hearing repeatedly the correctly formed 
sounds and from trying to match them. He must learn to make each 
sound as it orrurs in words and sentences and in connected speech. 
Organic conditions associated with a speech disorder are to be given 
appropriate attention. In cases of cleft palate, for example, the best pos- 
sible surgery is desirable or, if surgery is not feasible or sufficient, 
prosthetic appliances can be used to compensate for the cleft, and dental 
repair may be helpful. Speech therapy is desirable in most cases of cleft 
palate. Treatment of voice disorders that are associated with organic 
pathology is carried out by the speech pathologist in cooperation with 
the otolaryngologist. The speaker may benefit from changing his ac- 
customed level of pitch or loudness in speaking. If his voice problem is 
associated with some emotional disturbance, he requires counseling 
accordingly. The treatment of aphasia is dependent upon a thorough 
analysis of the specific deficiencies and abilities of the speaker. He needs 
systematic and intensive training in attempting to use and understand 
the affected words and language forms or functions. He and those 
associated with him in the family or in the clinic need counseling and 
instruction concerning the problem and the essentials of effective lan- 
guage retraining. 

What success do these methods acMtve? 

Present-day remedial speech methods are relatively successful. 
Their success depends upon the nature of the specific speech disorder 
being treated, the appropriateness of the methods used, the skill of the 
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speech clinician, the motivation and work habits of the patient, and the 
cooperation of family, physician, nurses, teachers, and others im- 
portantly related to tlie patient. 

What agencies, institutions, or school programs are there in the com- 
nmruty that are specifically concerned xvith speech disorders, their 
prevention, and treatment? What are the qualifications of professionals 
in this field? What is the cost of clinical speech services? 

The American Speech and Hearing Association, 1001 Connecticut 
Avenue, N.W,, Washington 6, D.C., is the national organization of 
professional clinical and laboratory workers and teachers in the field 
of speech pathology and audiology in the United States. The association 
provides clinical certification for its qualified members. The require- 
ments for certification include training to a level generally equivalent 
to that of the master’s degree, or beyond, plus substantial supervised 
clinical practice and paid experience. A steadily increasing proportion 
of workers in this field hold doctoral degrees. There arc approximately 
8,000 speech pathologists and audiologists in the United States at the 
present time; it is estimated that there is a need for at least 25,000, and 
this number will increase as our population grows. The graduate 
programs of professional training provided by the universities are being 
gradually upgraded as research and clinical experience yield increased 
knowledge and professional skill and improved methods. More and 
more of the nation’s public schools provide speech correction services 
for their pupils, and many colleges and most universities today have 
speech clinics in which students are served. Clinical speech services are 
available in speech clinics in colleges and universities, in hospitals and 
community clinics, in rehabilitation centers, and in schools for handi- 
capped children. There are also speech pathologists in private practice. 
The cost of these services depends on the nature of the problem in each 
case. In schools and colleges, clinical speech services, when available, 
are provided for students either free or for a nominal charge. For 
other persons the usual cost of clinical speech services, in clinics or in 
private practice, is generally moderate and reasonable. 

Information concerning clinical speech services may be obtained 
from the American Speech and Hearing Association. 

Con speech disorders be prevented? How? 

Speech disorders associated with organic conditions, such as cleft 
palate, cerebral palsy, or brain damage or disease, can be prevented to 
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the degree that these conditions are prevented, or so far as such con- 
ditions can be so treated medically or surgically as to prevent the 
development of speech disorders. Articulation disorders not associated 
with organic conditions can probably be prevented to a worthwhile 
degree by proper speech stimulation and parental and school practices 
and policies favorable to the learning of correct patterns of speech- 
sound articulation by the child. Stuttering has been called “an avoid- 
able accident” and can probably be substantially prevented through 
elimination of such parental evaluations and reactions as disapproval 
of, and persistent concern over, the disfluencies of childhood speech, 
and perfectionism generally about speech, table manners, cleanliness, 
etc. Stuttering is least likely to develop when the parents enjoy listening 
to the child talk, accept the way he talks, are generally relaxed, are 
sensible and reasonably consistent in discipline, and make speaking 
fun and worthwhile for the child. 

From current research, what might be predicted about the prevention 

and treatment of speech disorders in the future? 

We can be hopeful that the incidence of speech disorders can be 
reduced in the future. This is particularly true of stuttering and the 
disorders of articulation that arc due to faulty learning. There is also 
the possibility, through improvement in surgical procedures, of a reduc- 
tion in the proportion of children with cleft palate who need to be 
burdened with impaired speech. With the rise in number of older 
persons will go an increase in incidence of speech disorders, but this 
increase should be counterbalanced by improved means of prevention 
and methods of treatment. 
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What is steritUyt 

Sterility (infertility) is the inability to have children. The Ameri- 
can Society for the Study of Sterility has stated: "A marriage is to be 
considered barren or infertile when a pregnancy has not occurred after 
a year of coitus without contraception.” Note, however, that both 
marital partners can be fecund, i.e., able to procreate, but still have an 
infertile marriage. 

To whom does the term apply? 

The term applies to a man who cannot impregnate a woman, to a 
woman who cannot become pregnant, or to a couple who cannot have 
a child of their own. 

What are the physicai causes of sterility? 

In a woman these include: (1) absence, defect, or disease of the sex 
glands (ovaries); (2) failure of the ovaries to develop normal germ cells 
(ova); (3) blockage of the tubes so that the ova fail to reach the womb 
(uterus); (4) absence, defect, or disease of the uterus, precluding 
nourishment and development of a fertilized ovum; (5) blocLige of 
the entrance to the uterus (cervix) preventing male germ cells (sperm) 
from reaching the ovum; or (6) absence, defect, or disease of the vagina 
sufficient to destroy the sperm, or block their entrance into the uterus. 

Physical causes of sterility in men include: (1) absence, defect, or 
disease of the sex glands (testes); (2) absence or blockage (due to defect 
or disease) of the minute tubes that carry germ cells (spermatozoa) from 
the testes to the penis; or (3) defect or disease of the penis sufficient to 
block the tube (urethra) through which sperm must pass into the 
woman’s vagina. In both men and women, diseases or deficiencies in- 
volving the whole organism may cause or contribute to sterility. Severe 
vitamin deficiencies, for example, or endocrine (hormonal) disorders, 
or such debilitating conditions as malnutrition, tuberculosis, |etc., can 
be responsible. 
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The most common physical cause for sterility, of course, is failure 
of sexual partners to have intercourse at a time when impregnation 
can occur. The reasons may be psychological, but physical action is in- 
volved. The most fertile period is around fourteen days before the 
onset of the woman's menstrual period regardless of the length of her 
cycle. Another factor, often overlooked, is douching immediately after 
intercourse. This measure of supposed delicacy and “cleanliness” can 
be an effective contraceptive. Some physical causes of sterility are 
therefore impossible to change, but many, perhaps the majority, can be 
successfully treated. (See Menstruation and the Sexual Cycle) 

• 

What are the psychological causes of sterilityt 

These are many, varied, and debatable. Authorities assume sig- 
nificant psychological causes, but many are unproved. (See Frigidity; 
Impotence) 

Consider, for example, why one or both partners consciously or un- 
consciously avoid sexual intercourse. Reasons range from an entirely 
conscious aversion to the partner, to deeply unconscious fear or guilt 
about sex, pregnancy, or parenthood. There are women whose sexual 
desire is greatest close to or during menstruation, when impregnation 
is least likely to occur. Such a paradoxical situation might indicate a 
wish for sexual gratification without conception. Spasm of the tubes 
precluding pregnancy can occur in women who nevertheless enjoy fre- 
quent sexual intercourse. Comparable emotional conflicts in men can 
cause avoidance or bad timing of intercourse. 

Can sterility be a symptom of a physical disordert 

Yes. It is useful, however, to distinguish sterility from lack of 
fecundity. Relatively few physical conditions make it absolutely impos- 
sible for a man or woman to produce germ cells (ova or spermatozoa) 
or to create the necessary conditions for fertilization. Many physical 
illnesses or other states (fatigue, for example) conspire to reduce sexual 
desire or the frequency of sexual intercourse and thereby decrease the 
chances for conception. 

Can sterility be a symptom of a psychologictd disordert 

Again, yes. In one study nearly 30 j^er cent of the cases coming to a 
sterility clinic had p.sychological problems causing or contributing to 
sterility. Someone has remarked that feelings of guilt about sex are 
about as common in our civilization as sexual activity itself. It is not 
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astonishing, therefore, that sterility is a by-product if not a direct con- 
sequence of neurotic conflicts. The most obvious expression of such 
conflicts is seen in the total avoidance of sexual intercourse. (See Im- 
potence; Frigidity) 

What is the rate of sterilUy in this country? Does it differ from that of 

other countries? 

Sterility rates are very difficult to establish. One has to discount, 
for example, the “sterility” due to planned abstinence and other forms 
of birth control. It has been estimated, however, that about 10 per 
cent of marriages are sterile in the sense of there b^ing no children or 
not as many children as desired during the years when reproduction 
was possible. This 10 per cent does not represent absolute infertility; 
perhaps a third of this number might have achieved fertility with 
the help of a physician or clinic. 

Comparison with other countries is likely to be meaningless. One 
can match birthrates, infant mortality, size of families, and the like, 
but it is impossible to know much about such factors as accuracy of 
reporting or the extent of birth control or abortion. An African study, 
for example, revealed extreme reluctance to report sterility because of 
the stigma involved. Much of what was revealed was due to wide- 
spread venereal disease— most of it preventable and much of it treatable. 

Is the incidence of sterility greater among one of the sexes? Certain 

occupational groups? Certain economic groups? Religious groups? 

National groups? Racial groups? 

It used to be assumed that the wife is responsible for a barren 
marriage, and this attitude still persists. Some authorities state, how- 
ever, that the husband is responsible in 30 to 50 per cent of such 
marriages; others assert that the ratio is about fifty-fifty. Evaluation of 
a sterile marriage must include both husband and wife. 

In considering sterility according to various groups, it is again useful 
to distinguish fecundity from fertility, i.e., the potentiality for having 
children from the actuality of having them. It is estimated that 
fecundity is about the same the world over. Healthy couples anywhere 
would have an average of ten or eleven children if they were sexually 
active without contraception throughout the childbearing period of 
life. This potential does not vary significantly with race, class, of creed. 

Factors that influence fertility, Le., the actual number of o^pring, 
are those that determine the frequency of sexual intercourse, the length 
of exposure to childbearing (early or late marriage, for example), the 
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use of contraceptives, and the health of the marital partners. Age is the 
most important determinant in the frequency of sexual intercourse, 
according to Alfred Kinsey's report; and it is generally known that the 
chances of pregnancy fall off rapidly after the age of thirty. Statistically, 
the period of greatest fertility is under twenty, with the period between 
twenty and twenty-five a close second. Some authorities believe that 
the length of marriage before impregnation is attempted may be an 
even more important factor than age. In any event, the longer a married 
couple postpones trying to have children, the less are their chances of 
having them or, at least, having as many as they may desire. 

Is sterility hereditaryt Do low procreation rates tend to run in 

famiUest 

There is no conclusive evidence that sterility is hereditary. Some 
authorities believe that this is so— because it is in some animals— but 
definitive research remains to be done. So far as is known now, a 
hereditary factor would cause relative infertility— probably because of 
low sexual d’->ve— rather than absolute sterility. 

Experts on the problem of sterility are extremely reluctant to be 
dogmatic about the relative importance of psychological, environ- 
mental, or even physical causes. Absence of the generative organs or 
complete abstinence from sexual intercourse are, of course, absolute 
causes. So far as physical disease is concerned, only pelvic inflammatory 
disease or pelvic disease complicated by fibroid tumors of the uterus 
are definitely known to diminish the chances for pregnancy. In the 
male, total inability to produce sperm or to discharge them during 
sexual intercourse are equally absolute. As regards a host of other 
factors there is often more surmise than proof. 

One example of a male factor in sterility is that of working under 
conditions of extreme heat sufficient to inhibit the production of sperm. 
Comparable to this can be relative overheating of the testes from tight 
or excessive clothing or long hours of sitting, as in the case of bus or 
truck drivers. In both sexes, fatigue, nervous strain, and all that goes 
with emotional or physical exhaustion are presumptive factors in 
sterility. Obviously there may be a combination of physical, psychologi- 
cal, and environmental influences, but it is extremely difficult to pin- 
point their relative importance. When low procreation rates appear 
to run in families, the chances are that the persistence of factors such 
as those mentioned above explains as much as a possible hereditary 
element. 
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Does the rate of sterility increase during conditions of stresit 

The relationship of stress to sterility is not definitely known. Al- 
though it is assumed that emotional stress (creating so-called “nervous 
exhaustion”) or other stresses leading to physical exhaustion contribute 
to sterility, it is part of our folklore that other kinds of stress have just 
the opposite effect. Thus, the birthrate is supposed to go up during 
wartime and, according to the old song, “the rich get richer and the 
poor get children.” Actually, according to the Statistical Abstract of 
the United States {1959), the birthrate in this country was around 
24 per 1,000 population during World War I, down to about 17 per 
1,000 population during the “depression years,” up only slightly, about 
18.5 per 1,000 population, during World War II, and in the years since 
1952, averaging about 24.75 per 1,000 population. Many factors deter- 
mine the birthrate. 

Sexual intercourse may be inhibited by anxiety, for example, but 
may be equally facilitated by it. As a source of solace and comfort at 
times of sorrow or worry, more frequent intercourse may reduce 
sterility. Although statistical proof is lacking, one can conjecture that 
mild stress diminishes sterility, while severe stress increases the in- 
cidence. In any case, the kind of stress and the individual reactions to 
these various kinds are highly important considerations. 

Can sterility create other problems? 

Yes, but it is difficult to distinguish the problems directly caused 
by the fact of sterility from problems that may simply be associated 
with it. There is, for example, some relationship between sterility and 
fibroid tumors of the uterus. One German gynecologist claimed, how- 
ever, that it is not a case of one causing the other, but rather that both 
may result from chronically disturbed psychosexuality and concomitant 
alterations in the blood and lymph supplies to the uterus. A recent, very 
thorough study of sterility, however, makes no mention of physical 
consequences. 

Psychological effects of sterility are multiform. Some couples arc 
easily and happily reconciled to being childless. Others react with vary- 
ing degrees of regret, resignation, and sorrowful acceptance. Still others 
suffer moderate to severe feelings of social stigma, inferiority, or de- 
privation. A given individual is sometimes guilty or ashamed because of 
the conscious or unconscious assumption— perhaps mistaken— khat the 
present infertility is his or her fault and is doomed to be permanent. 
The “fault” is often regarded as a punishment for childhood masturba- 
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tion, premarital sex relations, or marital infidelity. The sense of guilt 
or sin often obscures the medical problem. Just as often, perhaps, there 
are silent (or not so silent) suspicions of the marital partner and con- 
sequent added strains within the marriage. Helene Deutsch found in- 
tensified narcissism and aggression in many sterile women. Comparable 
reactions are, of course, to be found in men. 

Social effects of sterility vary with the culture. If regarded as a stigma, 
it can lead to withdrawal and isolation. It remains a reason for divorce 
in some parts of the world. Beyond such considerations is a host of 
others related, for example, to the “population explosion.” It would 
appear that Orientfll populations will far outnumlier the Occidental, 
that Catholics will move further ahead of Protestants, and that “lower” 
uneducated classes will increasingly exceed the “upper” educated 
classes— although this last is currently reversed in the United States. At 
the same time, however, the birthrate among nonwhite mothers during 
the period 1940 to 1947 in the United States has pulled steadily ahead 
of that for white mothers. Whatever the ultimate outcome of such 
trends, theij social consequences are manifestly of great importance. 

What is the incidence of couples having their own child or children 
after adopting a child? Why is this sot 

All that can be said, really, is that this happens frequently. One 
survey indicates that the percentage of pregnancies following adoption 
was no greater than might have been predicted anyway (from a statisti- 
cal point of view), but the validity of this study— by questionnaire— has 
been questioned. In any case, it is a matter of common observation that 
a first pregnancy often does occur after an adoption or even after 
making the decision to adopt. The very resolution to do something 
about sterility may be of greatest importance. Beyond this, such factors 
as the wife’s quitting her job or career, the reaffirmation of the mar- 
riage, the actual experience of parenthood with an adopted baby, and 
the “relaxation” of any number of doubts and tensions in these ways 
can be, literally, of vital importance. (See Adoption) 

What part can endocrine factors play in the cause and treatment of 
sterility? 

Knowledge of the endocrine factors in reproduction is still far 
from complete, and their role in most cases of sterility is virtually un- 
known. Endocrine products of the thyroid, pituitary, adrenals, sex 
glands, and the sex cells themselves are apparently vital at various stages 
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in the complex processes of reproduction, but it is seldom possible to 
pinpoint an endocrine problem when pregnancy fails to occur. The 
mysterious interaction of emotional and endocrine influences is doubt- 
less a major reason for this state of afEairs. 

Authorities agree that the medical investigation of sterility should 
be most thorough and should include both partners. Even if everything 
appears to be “normal,” the physician should correct apparently in- 
nocuous degrees of anemia, nutritional deflciencies, or hypothyroidism. 
At the same time, however, physician and patient alike must accept the 
fact that there are only limited indications for endocrine treatment of 
sterility. In men, hormone therapy may be helpfVil in cases of mild 
degrees of sperm malproduction or related conditions of inadequate 
spermatogenesis. As far as women are concerned, however, there is no 
reliable endocrine treatment for sterility except in cases of adrenal 
disease of a particular type (hyperplasia— an overgrowth of a tissue or 
organ), and here the use of adrenal cortical hormone may be curative. 
Russell Ramon de Alvarez has summarized the fantasies about sterility 
and, in this connection, warns against expecting results— except in such 
cases as mentioned above— from endocrine therapy. (See Hormones 
and Behavior) 

What treatments are available for sterility? How successful are they? 

One very good treatment for sterility is a thorough premarital ex- 
amination. Of course this is preventive treatment, but if there are 
physical conditions or emotional conflicts that will make pregnancy 
difficult or impossible, the prospective husband and wife should face 
and deal with them as soon as possible. The most beneflcial result may 
be educational; complete and accurate knowledge about sexual inter- 
course and conception will often foster positive and confident attitudes 
that lessen the chances of sterility. (See Sexual Relations and Marriage; 
Conception, Pregnancy, and Childbirth) 

Another excellent treatment for sterility is to face up to the problem 
and decide to do something about it. In an astonishing number of 
cases, pregnancy follows making the appointment with a gynecologist 
or clinic or occurs during the medical “work-up” itself. As widi adop- 
tion or the decision to adopt, simple acceptance of the problem and 
doing something about it may be enough. In such cases, of' course, 
psychological factors have been ‘the important ones preventing con- 
ception. 

Of all couples coming to sterility clinics, from 25 to 35 per cent 
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eventually become fertile. In one large series, the causes of sterility 
were physical in about 40 per cent of the cases, psychological (in- 
cluding honest ignorance) in about 30 per cent, and a mixture in 
about 30 per cent. Of the total, 27 per cent achieved pregnancy— 80 per 
cent of these within one year, and 100 per cent within four years. It is 
therefore worth seeking treatment. In some cases, the cure will be 
spontaneous; in others, there will be no cure. Whatever the outcome, 
it is best to face the problem early and let the diagnostic chips fall 
where they may. 

What percentage of divorces is caused by the sterility of one of the 
partners? 

Sterility is not a legal cause for divorce in the United States, and 
it is, therefore, impossible to know how often it is the actual cause. 
Divorces on the grounds of adultery, cruelty, incompatibility, or 
abandonment may, of course, have sterility as the “real” cause. When 
sterility does lead to divorce, the reasons are as diverse as the reasons 
for wanting children. 

Based on current research and other studies, what might he predicted 
about the prevalence and treatment of sterility in the future? 

There are reasons for restrained optimism. Assuming a 10 per 
cent sterility rate now, we know that 25 to 30 per cent can be cured 
if they seek medical help. Wider dissemination of these facts combined 
with increased availability of specialists and clinics for the treatment 
of infertility will combine to reach a greater number of those who can 
be helped. There is, however, no present indictuion of striking new 
medical or surgical treatments in this field. Indeed, there has been 
little progress in the past twenty-five years except, perhaps, in the areas 
of enlightenment, encouragement, and other psychotherapeutic mea- 
sures. Nevertheless, scientific evaluation of present-day methods and 
results, and continuing efforts to perfect new medical and surgical 
measures will certainly bring new advances just as they have in other 
fields of medicine. 
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by ELYCE H. ZENOFF, LL.B. 

Attorney, (7.S. Commission on Civil Rights 

What is eugenic sterilixationJ 

Sterilization is a surgical procedure which deprives men and 
women of the ability to have children. The standard method used to 
sterilize males is called a vasectomy and the method^ used for females is 
called a salpingectomy. Neither method is hazardous under modem 
surgical conditions. 

The purpose of eugenic sterilization is to prevent procreation by 
persons who, it is believed, may produce abnormal children. 

The term eugenics is derived from a Greek word meaning “well- 
born.” In 188.8, Sir Francis Gallon defined it as the study of the measures 
under social control that may improve or impair the physical and 
mental health of future generations. In 1908, he officially launched the 
eugenics movement, which had a twofold aim: (1) Positive eugenics- 
encouragement of the propagation of the biologically fit; (2) negative 
eugenics— discouragement of the reproduction of inferior stock. 

During this same period, the laws of heredity formulated by the 
Austrian monk, Gregor Mendel, neglected since their publication 
forty years earlier, were rediscovered. These laws stated that character 
traits are inherited according to a definite ratio. Although Mendel’s 
work had been confined to plant life, the eugenicists concluded that it 
was applicable to human beings. They decided that mental illness, 
mental deficiency, epilepsy, criminality, pauperism, and various other 
defects were hereditary. Support for this view led to considerable agita- 
tion for corrective action. Since attempts at cure for hereditary defects 
were considered futile, preventive measures appeared to be the only 
way of eliminating those defects. 

To whom do eugenic sterilization laws apply? 

These laws apply to the mentally ill, mentally deficient, epileptics, 
"hereditary criminals,” and sexual deviates. However, 95 per ceat of all 
reported sterilizations have been performed on mentally ill or mentally 
deficient persons. Although many persons believe that most steriliza- 
tions are performed on the mentally deficient, as of January 1, 1$60, the 
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total of those who had been sterilized included 27,436 mentally ill 
persons and 31,931 mentally deficient persons. 

What is the historical background of eugenic sterilization legislation? 

The legislative history of eugenic sterilization began in 1897 when 
a bill for its authorization was introduced in the state of Michigan. The 
bill was defeated. Eight years later, Pennsylvania’s legislature became 
the first state legislature to pass a eugenic sterilization bill, which was 
titled “An Act for the Prevention of Idiocy.” The governor vetoed it 
with a message which said in part: 

"If idiocy could be prevented by an Act of Assembly, we may be 
quite sure that such an act would have long been passed and approved 
in this state.” 

Two years later, in 1907, Indiana enacted the first sterilization law, 
but this statute was declared unconstitutional as were all similar laws 
in other states which came before the courts prior to 1925. 

Some of the proponents of eugenic sterilization were so zealous that 
they begati sterilizing people before there was legislative authority for 
such activity. E. S. Gosney and Paul Popenoe reported in Sterilization 
for Human Betterment that from 600 to 700 boys were sterilized at the 
Indiana reformatory, before the adoption of the Indiana act. 

By 1921, almost 4,000 operations for eugenic sterilization had been 
performed. More than 20 per cent of these operations were performed 
without any statutory authority or under statutes which were sub- 
sequently declared unconstitutional. The remainder of these steriliza- 
tions were carried out under laws whose constitutionality had never 
been tested. More than 80 per cent of these operations were performed 
on mentally ill persons. 

The constitutionality of eugenic sterilization was first established in 
1925 by the Supreme Court of Michigan in the case of Smith vs. Com- 
mand. A few months later the Supreme Court of Appeals of Virginia, 
in Buck vs. Bell, held that Virginia’s sterilization law was valid under 
the state and federal constitutions. An appeal from this decision was 
taken to the United States Supreme Court. In 1927, in a brief opinion, 
which is probably best remembered for Justice Oliver Wendell 
Holmes’s comment, “Three generatioiis of imbeciles are enough,” the 
court held that the law was a reasonable exercise of the police power 
and did not violate either the due process clause or the equal protec- 
tion clause of the Fourteenth Amendment. 
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How many states have etigentc sterUbcaHon tawst 

Twenty-eight states have eugenic sterilization laws, twenty-six erf 
which provide for compulsory sterilization. (Voluntary: Minnesota, 
Vermont; Compulsory: Alabama, Arizona, California, Connecticut, 
Delaware, Geoigia, Idaho, Indiana, Iowa, Kansas, Maine, Michigan, 
Mississippi, Montana, Nebraska, New Hampshire, North Carolina, 
North Dakota, Oklahoma, Oregon, South ^rolina. South Dakota, 
Utah, Virginia, West Virginia, and Wisconsin.) 

The laws apply to both the mentally ill and the mentally deficient, 
except in Alabama and Nebraska, where they are limited to the 
mentally deficient. Nineteen states have laws which apply only to per- 
sons confined in hospitals or institutions caring for those afflicted with 
the conditions specified in the law; the remaining states have laws which 
apply also to persons who are not confined. 

What is the most common legal requirement for the issuance of a 

sterilization order? 

The most common statutory language is: “According to the laws of 
heredity, the person is the probable potential parent of socially in- 
adequate offspring likewise afflicted.” 

Has the patient or the patienfs family the right to refuse to permit 

eugenic sterilizationf 

Under compulsory sterilization laws neither the consent of the 
patient nor the consent of his family is required. In most states, the 
patient, a relative, or a guardian must be notified of the proposed 
sterilization. The minimum period required for notice varies from ten 
to thirty days. Usually there are provisions for a hearing and judicial 
appeal. However, five states do not require a hearing, and four make 
no provision for a judicial appeal from the hearing. 

WhtU is the layman's view of eugenic sterilizationf 

We do not know what the layman’s view is toward compulsory or 
voluntary eugenic sterilization. However, inasmuch as many lawyers 
and physicians are not aware of the existence and provisions of in- 
voluntary sterilization legislation which applies to the mentally ill and 
the mentally deficient, it is probable that laymen are also ladling in 
knowledge of the situation. 

What is the theological attitude toward eugenic sterUixationf ; 

The Catholic Church’s opposition to eugenic sterilization was 
stated by Pope Pius XI in 1930, in an encyclical letter. According to 
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Rabbi Emanuel Rackman. former president of the New York Board of 
Rabbis, Judaism is opposed to eugenic sterilization. The official position 
of the various Protestant denominations is not known. 

What is the scientific attitude toward eugenic sterilization} 

There is not unanimous agreement among scientists concerning 
the benefits of eugenic sterilization. The main arguments of the pro- 
ponents of sterilization are as follows: 

a) Mental illness, mental deficiency, epilepsy, pauperism, and certain 
forms of criminality are increasing. 

b) Persons with these conditions have more children than the nor- 
mal population has. 

c) These conditions are hereditary. 

d) Environment is of less importance than heredity in the creation 
of these conditions. 

However, studies undertaken since 1935 have thrown substantial 
doubt upon these arguments. The most important study, conducted by 
the American Neurological Association’s Committee for the Investiga- 
tion of Eugenical Sterilization, concluded: 

a) There is nothing to indicate that mental disease and mental 
defect are increasing. 

b) The high birthrate of the mental defectives is a myth. 

c) Considering the present knowledge of heredity, sterilization 
should be voluntary rather than compulsory. 

d) Environment is as potent as heredity in the development of 
conditions (listed above), and in many instances is even more 
effective than heredity. 

Another example of scientific opinion concerning eugenic steriliza- 
tion was a recent report by the Mental Health Committee of the South 
Dakota Medical Association. It advocated that compulsory sterilization 
should be eliminated in the field of mental illness since “medical science 
has by no means established that heredity is a factor in the development 
of mental disease with the possible exception of a very few and rare 
disorders.” 

Wlua is the legal view of eugenic sterilization legislation} 

There are two legal viewpoints concerning the constitutionality of 
eugenic sterilization laws. 

The first theory is that the constitutionality of sterilization laws de- 
pends upon their scientific validity. Many advocates of this view believe 
that the scientific premises upon which the statutes rest are erroneous 
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and consequently that compulsory sterilization is an arbitrary and un- 
reasonable deprivation of liberty. 

The second theory, which has been growing in popularity, is that the 
right to bear children is a fundamental liberty that cannot be inter- 
fered with by government order. The supporters of this theory have 
strongly criticized the decision in Buck vs. Bell. 

Is the number of eugenic sterilixatum operations increasing or tie- 
creasing? 

The number of eugenic sterilizations has been steadily decreasing. 
For example, in 1949, the Human Betterment Association of America 
reported state totals of sterilization operations at 1500. In 1959, the 
association reported state totals of only 614. No sterilization laws were 
repealed during this period. It is not known whether this trend away 
from eugenic sterilization stems from doubts concerning the constitu- 
tionality of the laws, a change in medical opinion concerning their use- 
fulness, public disapproval, or any combination of these factors. 

What might be predicted about the future of eugenic sterilization 
laws? 

Recent scientific studies have thrown considerable doubt upon the 
usefulness of eugenic sterilization laws. In addition, legal scholars have 
increasingly questioned their constitutionality, aside from whether or 
not scientific studies could demonstrate that the laws are effective in 
reducing mental disability. 

A few years ago at a symposium on "Morals, Medicine, and the Law," 
Harry Kalven of the University of Chicago Law School suggested that 
in the near future "three generations of imbeciles may no longer be the 
prediction and even where it is, it may no longer be enough" to justify 
the existence of eugenic sterilization laws. Kalven went on to say that 
"Buck vs. Bell may in the end serve as a monument only to the wit but 
not the wisdom of Mr. Justice Holmes.” 
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What is stress? 

Stress, originally a concept of the physical sciences, has come into 
common usage in the biological and human sciences to describe a state 
in which the vital functioning of the organism is threatened. In physics, 
stress is a force— exerted on a system— that deforms, destroys, or alters 
the structure of that system, and the resulting change is termed strain. 
The general connotation of stress has remained, though without this 
precise distinction. Stress involves a sufficiently potent danger to psy- 
chological or physical well-being as to require extraordinary measures 
for the maliftenance of organized behavior or, these failing, stress may 
lead to disordered behavior, anxiety, or other emotional disturbance. 
Theoretical examination of parallels in stress-defense-breakdown proc- 
esses at all levels of biological, psychological, and social functioning 
has aided greatly in conceptualizing the stress issues of particular per- 
tinence to mental health. Of particular concern for students of person- 
ality and psychopathology are conditions in which the integrity of the 
ego (the individual’s self-esteem and capacity for self-regulating be- 
havior) is threatened and whose consequences might be seen in emo- 
tional disturbance. 

How do physical and psychological stress differ? 

Physical stress, emotional stress, social stress, and similar phrases 
are often used to describe different loci of threat to organismic well- 
being. Though all have in common the potential for destroying ordered 
behavior by overtaxing adaptive capacities, they act at different levels 
of functioning. Thus, extreme cold requires extreme adjustments of 
the body’s temperature-regulating mechanisms, as severe frustration 
of a psychologically important need requires extreme ego-defensive 
activity. But often the same condition may be doubly stressful, or stress- 
ful in one realm but not another. Fasting is both a metabolic and psy- 
chological stress; if the hungry man fears death, he may perhaps even 
view the hunger as punishment for sin. Hunger voluntarily undertaken 
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as a religious observance or in political protest (or even in pursuit of a 
svelte figure), however, may have similar metabolic effects but results 
in proud satisfection rather than anxiety. Despite specific stress- 
response mechanisms, there are also general reactions that make it diffi- 
cult to distinguish one from another order of stress conditions simply in 
terms of the response evoked. Physical danger, a painful stimulus, or 
a social faux pas may all lead to increased heart rate, more rapid 
breathing, elevated blood pressure, and similar physiological reactions. 
Indeed, the generality of such response has provided a valuable tool 
for the psychological study of stress as well as for the application of 
this response in ways such as lie detection. ' 

What are some kinds of psycholo^al stress? 

Any situation that makes difficult, or encourages failure of, di- 
rected activity can be psychologically stressful. This would include such 
everyday experiences as distraction, noise, difficult problems, lack of 
sufficient time, facilities, or skills for solution, competition, or social 
pressure. Indeed, many of these have been used in laboratory research 
to create and study temporary disturbance and its behavioral and 
emotional consequences. 

Commonly, the terra “stress” is applied to the stimulus or condition 
acting upon the individual, where properly it should be used to de- 
scribe a total state including stimulus aspects, the person’s motivation 
and values, and the consequent responses. For an accomplished moun- 
tain climber, scaling the Matterhorn may involve little physical stress; 
for the present writer, it would be stress of the highest order. How- 
ever, failure to^p^ch the peak might depress the expert, but not at all 
trouble the writff, whose self-esteem is not dependent on scaling moun- 
tain peaks. It is clear, therefore, that the extent of potential disturbance 
depends on the importance of the activity and the centrality and 
strength of the need motivating it. 

Of particular importance in the understanding of mental health are 
conditions of conflict and frustration, in which either two or more 
antagonistic needs are simultaneously aroused or where some internal 
or external barrier thwarts the satisfaction of a need. 

What are the major psychologjurd reactions to stress? 

Stress reactions are of three distinct sorts— defensive, adaptive, or 
disorganized. The stress situation evokes mechanisms that protect the 
person’s well-being by mitigating or reducing the impact of the stress. 
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These are called ego-defensive mechanisms. With these are actions that 
facilitate the achieving of some goals despite the stress situation. Saul 
Rosenzweig called these actions “need-persistive” mechanisms. Lastly, 
there are the reactions that reflect the disorganization or disturbance 
of behavior that occurs if adaptive or defensive activities fail. These in- 
clude anxiety, depression, rage, and other evidences of strong and un- 
controllable emotion, as well as more primitive and ineffectual be- 
havior, such as lessened ability to remember, to learn, to judge clearly, 
and the like. 

Disturbance is most likely to occur when stress is intense and long- 
lived and when defensive and adaptive mechanisms are weak or their 
capacity is exceeded. Under other conditions, stress may lead to more 
effective functioning. Though seemingly paradoxical, stress may lead 
first to improvement in performance and only if increased beyond some 
critical point may lead to subsequent deterioration. The student who 
fails an examination may study harder and more effectively, but further 
failures may lead to anxiety, ineffective studying, resignation, and 
eventually -greater failure. 

Stress reactions may be delayed as well as immediate. In wartime 
studies, Roy R. Grinker and John P. Spiegel found that some soldiers 
had more intensive anxiety reactions after returning from the combat 
zone than when in actual danger. Similarly, Harold Basowitz, Harold 
Persky, Grinker, and the present writer found increased anxiety and 
other psychological and physiological symptoms after men had success- 
fully completed a program of paratrooper training. The defensive 
processes allow .successful performance during the acute stress, and only 
with their later relaxation does the blocked disturbance appear. Such 
capacity for delaying disturbed reactions has great adaptive value. 

What are defense mechanisms? 

Although the germinal idea appeared early in Sigmund Freud’s 
thinking, it was mainly in his book. The Problem of Anxiety, and in 
the later work of Anna Freud and others, that the concept of defense 
mechanisms was developed. These are techniques, operating uncon- 
sciously, that reduce the threat to the integrity of the ego, either by 
denying its existence, altering its meaning, diverting its emotional 
impact, or other intrapsychic maneuvers, thus minimizing potential 
anxiety. With this concept, a new view of neurosis emerged in which 
the neurotic symptom is understood in terms of the fixation of defen- 
sive mech an isms beyond their emergency function. Terms like repres- 
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sion. rationalization, denial, projection, and intellectualization are 
familiar examples of the many types of defense behaviors that have 
been cataloged. For the psychologically healthy individual these serve 
to reduce acute distress and to hicilitate adaptive behavior in emer- 
gencies. In the neurotic, their continued overuse leads to crippling 
side effects. 

Though ranging from relatively harmless to more incapacitating in 
their secondary effects, all defenses involve some restriction of normal 
functioning and hence potentially negative consequences. To deny one's 
inadequacies may provide comfort at a particular moment, but may 
encourage further unrealistic goals, hence further* failure and denial, 
until perhaps a point is reached where inadequacy can no longer be 
denied or the consequences of failure are too destructive. 

The particular defense used is a function of the nature of the stress, 
and what behavior is possible in the situation, and of the defense 
“repertory” of the person. Defenses, like other aspects of the enduring 
personality organization, are learned behaviors developed in the history 
of the individual’s stress experiences. (See Menial Mechanisms) 

How are stress and anxiety related? 

Anxiety is the most important among emotional stress reactions. 
It occurs when the psychological threat is sufficiently intense and en- 
during, and/or where defenses are insufficiently strong to deal with it. 
Although it is clear that there may be considerable stress, and conse- 
quently altered behavior, withoqt visible anxiety, anxiety is conceived 
as the prime marker of stress-induced disturbance. 

As an emotional state, anxiety is the painful experience of dread and 
foreboding; it seems unrelated to definite objects and is of vague origin 
and unpredictable termination. In extreme, it is terror and panic; 
in lesser intensity, vague apprehension or tension. 

Freud was the first to suggest the dual role of anxiety in stress. As a 
signal of impending danger, anxiety serves to mobilize defensive and 
adaptive mechanisms. But these failing, anxiety in more intense and 
crippling form is the symptom of the disorganized state. Just as physical 
pain leads to withdrawal from the painful stimulus, some anxiety serves 
as protection from further incapacitating anxiety. (See Anxiety) 

Is a certain amount of stress dedrablef 

The most effective functioning occurs at an optimum,' not a 
minimum, level of stress. If we were never challenged to our full 'capaci* 
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ties, if we could satisfy our needs at will and work at our own pace, 
it is questionable whether we would be happier, and we certainly 
would be less effective and creative. Psychologically healthy persons 
seek challenge and excitement and prefer to deal with (manageable) 
stress. Similarly, in the development of the personality, the experienc- 
ing of some stress leads to the strengthening of resistance and defenses. 
If one could anticipate and satisfy all the needs of an infant so that he 
need never cry for food or love or know the discomfort of wet diapers, 
one would produce an adult unable to deal with normally occurring 
stress at times when frustration is inevitable. For this reason, overly 
permissive child rearing, just as overly harsh, produces less than opti- 
mal mental health. 

Is minimal stimulation stressful! 

Recent findings have shown that individual^ under conditions of 
greatly reduced environmental stimulation can become profoundly 
disturbed. Volunteers kept in lightproof, soundproof rooms over a 
number ol Jays were often found to become anxious, to hallucinate, 
to become apathetic, and to function poorly even after release. The 
human organism needs some level of stimulational input, both in early 
development of the intellectual capacities and in later life, to maintain 
adequate functioning. Just as excessive stimulation can be stressful, so 
too is a considerable reduction of stimulation stressful. (See Sensory 
Isolation) 

What is the relation between stress and bodily functioning? 

Under stress a complex series of physiological processes, under 
nervous and hormonal regulation, are triggered off. Of particular im- 
portance is the role of the pituitary-adrenocortical system, described in 
detail by Hans Selye. The pituitary gland releases A.C.T.H., activating 
the adrenal cortex whose hormones in turn alter many metabolic proc- 
esses of importance in physiological functioning and biological sur- 
vival. So too, the autonomic nervous system and the hormones of the 
adrenal medulla induce many peripheral changes familiar to us as 
symptoms of excitement and anxiety— quickening of the pulse, flushing 
or blanching, rapid breathing, elevated blood pressure, sweating, and 
the like. Walter Cannon described these physiological stress reactions 
as preparatory to “fight or flight.” (See Fear) 

Continued activation of physiological stress reactions— without the 
outlets available to our Stone Age ancestors— is an important factor in 



t980 Sum 


psychosomatic disease, although many workers doubt the quite specific 
linkages between particular emotional conflicts and particular somatic 
complaints proposed by Franz Alexander and his colleagues. When 
angry, blood pressure normally rises. If rage is chronic, and suppressed 
for fear of retaliation or other reasons, essential hypertension could 
ensue. 

How does psychological functioning change under stress? 

At lower levels of stress, vigilance and alertness are increased, and 
performance is often facilitated. Reaction is quicker and more certain, 
perception more discriminating, learning and memory more effective. 
At more intense levels, or where coping mechanisms are weaker, psy- 
chological performance deteriorates. Precise motor skills are impaired, 
discrimination and judgment are more inaccurate, learning (particu- 
larly for novel or complex material) is slower, memory (more for new 
than for old learning) is less efficient, and intellectual problem solving 
is less effective. Considerable data, gathered in studies of anxious pa- 
tients and normals in life and in laboratory stress experiments, show 
that the extent and variety of such changes depend not only on the 
nature and intensity of the stress but on such factors as the novelty and 
complexity of the task, presence of competing response tendencies, 
previous experience with similar tasks, and the like. But overall, be- 
havior under stress tends, as Kurt Lewin once pointed out, to become 
more primitive. 

Do people diffef in their stress resistance? 

G. L. Freeman once spoke of a “psychiatric Plimsoll mark” to de- 
scribe the considerable individual differences in ability to sustain 
stress without breakdown, comparing it to the mark or line made on a 
ship’s hull to indicate the point of safe submergence in loading the 
ship. The psychiatric Plimsoll mark varies with the nature of the stress 
and with temporary states, such as fatigue and illness. But it is a more 
or less enduring quality of the person, related to such factors as ego 
strength, self-esteem, and a minimum of unresolved emotional conflicts, 
which in turn reflect the earlier success of stress adaptations. One way 
of describing a mentally healthy person is in terms of a high order of 
stress resistance. Health, mental or physical, involves not only func- 
tioning adequately in general but also the capacity to maintain elfective 
functioning under stress. 

Perhaps “everyone has his limits,’’ and sufficiently intense and en- 
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during stress may result in breakdown in almost any human. But, more 
remarkable is the great resilience possible under extreme duress, as 
Bruno Bettelheim’s accounts of his own and fellow concentration camp 
inmates' experiences attest. 

Is extreme stress a major factor in mental disease? 

This is difficult to answer categorically. Certainly, under extreme 
stress of combat or disaster many have required psychiatric treatment 
(though others with the same experience did not). Moreover, wartime 
psychiatric studies of Grinker and Spiegel showed that breakdown more 
commonly occurred* where combat stress was coupled with preexisting 
personality weaknesses. As noted, the early history of stress adaptation 
and the resulting ego competence or weakness is of major importance in 
understanding later stress resistance and mental health. 

However, there is no substantial evidence that severely disturbed 
psychiatric patients (psychotics) have in general more traumatic his- 
tories. Contrariwise, many persons who have suffered great stress re- 
main mentally healthy. We are far from knowing what causes major 
mental illnesses, but some of the causes undoubtedly are involved with 
important constitutional and physiological factors and critically im- 
portant early psychological experiences, which cannot properly be 
called stress. 

What are the stresses of present-day society? 

Social critics call this an “Age of Anxiety.” With tremendous ad- 
vances in industrialization, urbanization, communication technology, 
and science, the pace and complexity of social hff have multiplied 
rapidly. Paradoxically, the same forces that conquered the ignorance, 
disease, and privation of earlier times have created new stress in the 
modern era. At the same time, the stress-adaptive mechanisms— the bio- 
logical, p.sychological, and social in differing degree— lag behind the new 
demands made on them. 

For individuals or for societies, periods of rapid change tax older 
modes, of behavior that no longer properly fit new challenges. Thus, for 
example, movement of population necessitated by industrialization and 
urbanization strains the traditional family organization and roles. The 
grandparents are cut off from the emorlonal and economic support of 
their children (meanwhile being kept alive longer by medical ad- 
vances). The parents lose the skills and knowledge of their parents, 
while having to deal afresh with the problems of their children, who in 
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turn lack the emotional acceptance and guidance of the extended fam- 
ily and instead have to seek status and achievement in their peer 
groups. Though by no means simply related, current social problems 
such as divorce, juvenile delinquency, and proper care of the aged 
reflect the trend from traditional femily solidarity. (See Mobility and 
Mental Health) 

Because it is easier to apply traditional solutions than to create new 
ones, anxiety often accompanies mobility and social change. So too, 
extended personal and economic freedom can lead to confusion and 
conflict as well as to greater personal fulfillment. Thus, the woman who 
proceeded into an arranged marriage and a guaranteed job as wife and 
mother at least was free from the uncertainties of choosing suitors (and 
of being chosen), of the competing attractions of career and home, of 
deciding who does what in husband-wife interaction, and of other 
stresses facing “today’s woman," though she lacked the potentially 
more profound satisfactions of self-determination. Opportunity for 
social advancement and economic betterment have fostered achieving, 
competitive and acquisitive needs, and the corresponding risks of 
failure and frustration, not known in more stable and rigid societies. 

Thus, many of the stresses of modern social life are by-products of 
social progress. It is futile to wonder if life would be better if the “good 
old days” could be restored, for society can no more retrace its history 
than an individual can regain the pleasures of childhood without 
losing the achievements of adulthood. More important is the question 
of whether new values and institutions can evolve that will permit not 
only greater freedom from stress but also greater opportunity for 
harmonious and creative living. (See Morals, Values, and Mental 
Health; Social Change and Mental Health; Social Factors in Mental 
Illness; Social Status and Mental Health; Optimum Mental Health) 
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by PAUL FRIEDMAN, Ph.D., M.D. 

New York 

How many persons commit suicide each year in the United States? 

In recent years the suicide rate in the United States has averaged 
approximately ten persons per 100,000 of population per year. This 
means that one perv^n out of every 10,000 died by suicide. In 1958, 
the most recent year for which the data were available, the rate was 
actually somewhat higher and the number of reported suicides was 
18,400. These figures refer to actual suicides only. No precise statistics 
are available on suicidal attempts that do not result in death. 

How do these figures compare with those of a generation or two ago? 

The current suicide rate in the United States is approximately the 
same as it was at the beginning of the century. On the other hand, it is 
much lower than during some intervening periods. The rate rose 
rather sharply after 1900 and remained at a relatively high level from 
1910 to 1915. Beginning with 1915, there was a sharp decline until 
1920, then an almost steady rise, which continued into the 1930’s. The 
current rate is considerably lower than that for the 1930’s, but the 
indications are that it is again on the rise. 

How does the rate of suicide in the United States compare with the 

suicide rates of other countries? 

It occupies an intermediate position. According to the figures 
given for 1958 by the World Health Organization, the rates for Austria, 
Denmark, Finland, (Western) Germany, Hungary, Japan, Sweden, and 
Switzerland are approximately twice as high as the rate for the United 
States. The French suicide rate, although lower than the rates for 
these countries, is also substantially above the United States rate. For 
England and Wales the rate is but slightly higher than for the United 
States. On the other hand, the rates for Canada, Iceland, Italy, the 
Netherlands, Norway, Portugal, Scotlajid, and Spain are all somewhat 
lower than the United States rate, and those of the Republic of Ireland, 
Northern Ireland, Costa Rica, Greece, Guatemala, Mexico, and 
Nicaragua, for example, range considerably below it. The Mexican 
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rate (only about one-fifth of the United States rate) is the lowest, and 
the rate for Japan ranks highest on this scale. 

Does the rate of suicide in the United States fluctuate according to 
periods of economic depressionJ 

Yes, to some extent it does. However, the relationship between 
the suicide rate and the economic cycle is by no means a simple one, 
as is demonstrated by the fact, among others, that in the United States 
the rate of suicide is relatively high in groups of higher economic 
status. 

Does the degree of a country’s economic well-being affect its suicide 
ratef 

There is no clear-cut relationship between them. For instance, in 
Europe the suicide rate is relatively high in Austria, Denmark, (West- 
ern) Germany, Sweden, and Switzerland, and is relatively low in Greece 
and in Ireland, but this difference cannot be explained in economic 
terms. 

Does a country such as Japan, where suicide is considered to have an 
honorable aspect, have a correspondingly higher rate of suicide? 

Yes, it does. The data for 1.956, 1957, and 1958 indicate that 
Japan still has a higher suicide rate than most other countries despite 
the fact that since the end of World War II the traditional Japanese 
attitude toward suicide no longer has official endorsement. 

Is the suicide rate relatively low in countries where there is a strong 
religious or morcd condemnation of suicide? 

Generally, yes. The Catholic religion is especially strong in its con- 
demnation of suicide, and the suicide rate tends to be low in Catholic 
countries. However, there are exceptions; for instance, Austria. 

Are there some societies in which suicide is unknown? 

Some anthropological reports indicated that the aborigines of 
western and central Australia, the Caroline Islanders, the K^^rs in 
India, and the Yahgans of Tierr^ del Fuego were unfamiliat with 
suicide. However, much of the information on this point came from 
early anthropologists, some of whom were not very reliable observers. 
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Does WOT affect the rate of suicide among civilians? 

Sociological studies indicate that suicide among civilians de- 
creases sharply in times of war. The focusing of aggressive feelings on 
the enemy is believed to be an important factor in this phenomenon. 
By contrast, in periods of social disorganization following a war there 
is often a considerable increase in the number of suicides. 

Can it he said that leaver animals commit suicide? 

True suicidal intent, as we understand it, presupposes a mental 
concept of suicide. JVe have no evidence that such a concept exists in 
animals. Instances of animal suicide have often been reported, but 
none of them have been authenticated. If an animal seems to behave 
so as to bring about its own death, this can usually be explained by 
reflex action, sometimes by accident, and sometimes by simple facts 
unknown to the observer. Certain legends, which persist even though 
they have long been disproved, have taken hold in the popular imagi- 
nation. A case in point is the “suicide’* of the scorpion when it is 
ringed by file. Its venom has no effect upon itself or upon others of 
its species, but scorpions are Icthally affected by the heat of a fire or 
sunshine, and convulsive contraction of the muscles might appear to 
bend the stinger back to the dying creature’s own body. 

Can a valid distinction be made between **genuine^’ and *‘pseudo** 

attempts at suicide? 

Such a distinction is unscientific and misleading. Some persons 
may have no conscious intention of ending their lives but use the 
suicidal act as a means to influence the environment in their favor. 
However, since there might always be an unconscious motivation for 
the act, the term “pseudo” attempt is psychologically incorrect. The 
physical outcome of a suicidal act (death or survival) does not always 
prove serious intention or the lack of it. 

Do more men than women commit suicide? 

The number of attempted suicides is greater among women; how- 
ever, the number of deaths from suicide is greater among men. 

is there any relationship between age and the number of suicides? 

Yes. The death rates from suicide increase sharply with age. This 
increase, however, is considerably more marked among men than 
among women. 
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Are there certain professions or vocations in which the suicide rate 
ishighf 

Yes. Suicide rates are higher in some occupational groups than in 
others. According to some British statistics, as reported by Louis I. 
Dublin and Bessie Bunzel, physicians, dentists, and lawyers topped 
the list. Among others who showed a high incidence of suicide were 
auctioneers, appraisers, traveling salesmen, insurance agents, bank 
clerks, and farm owners and their relatives. Exceptionally low mor- 
tality by suicide was found, for instance, in railroad workers, bargemen 
and boatmen, civil servants, and among buildjng trades workers. 
American statistics reflect a similar picture, when allowance is made 
for regional and cultural variations. The clearest allover trend that 
emerges from these comparative studies is higher incidence of suicide 
at higher educational levels. In the armed services, for example, the 
suicide rates tend to be higher for officers than for enlisted men. An 
exception is the low rate among clergymen, primarily due, no doubt, 
to the religious injunctions against suicide. The conspicuously high 
rates of suicide among physicians, pharmacists, and chemists may have 
something to do with the fact that the members of these professions 
have readiest access to lethal drugs. 

What are the factors to which suicides or suicide attempts have often 
been attributedf 

Suicides and suicide attempts frequently are attributed to such 
factors as ill health, physical pain, incurable disease, loneliness, un- 
requited love, sexual betrayal, loss of wealth or status, pessimism about 
one’s future, or the imminent revelation of a shameful act. But these 
reasons very often are merely precipitating factors. Obviously, many 
more people undergo such suffering and affliction without ever at- 
tempting suicide. The desire to live is very strong, even in most in- 
curably ill patients; they usually have an unconscious tendency to deny 
their imminent danger. 

Why are some suicides committed for reasons that seem quite trifling 
and transitoryt 

We sometimes hear of young people who committed suiqide for 
no graver reason, apparently, than a poor mark in school or ian em- 
barrassment at a party. We also hear about cases where suicide sup- 
posedly resulted from a momentary weariness or a feeling of unwilling- 
ness to take up the burden of living just one more day. 
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But usually the real cause of the suicidal act lies considerably deeper 
than the trivial or transitory reason given for it. Clinical evidence in- 
dicates that such suicides are often the result of an overwhelming rush 
of hostility against someone else and are acts of punishment or re- 
venge. By killing himself the individual may seek to arouse sympathy, 
remorse, and bitter feelings of guilt in the other person. Hostility 
against the parents (or against one of the parents) often plays an espe- 
cially important role in the suicides of young people. The poor mark 
at school or the embarrassment at a party may be merely a trigger 
that sets off this hostility. 

Is the twaUahility of a weapon or a method a factor in suicidet 

The presence of a weapon or the immediate availability of a 
method undoubtedly often plays a role; it may offer instant means to 
act on a strong suicidal impulse. However, a person who has reached 
a firm decision to commit suicide usually has within his reach some 
means of carrying it out. 

Has the choice of method any significance^ 

Generally speaking, methods of self-destruction may be divided 
into two broad groups: passive and active. One may describe as pas- 
sive: turning on the gas, swallowing pills, drowning, etc., which are 
methods preponderantly chosen by women. Shooting, for instance, is 
an active and violent method used mostly by men. 

Moreover, the method employed in a suicidal act often has a specific, 
symbolic meaning. For example, when suicide is committed by drown- 
ing, we may infer that fantasies of rebirth played an important un- 
conscious role. An individual for whom a particular suicide method 
has such a specific meaning will rarely resort to any other method. If 
a person chooses a particularly painful way of dying, he probably had 
a deep-seated need for punishment. Violent modes of suicide by vari- 
ous devices are no longer invariably regarded as haphazard actions 
due to delusional psychotic outbursts. Psychoanalytic findings have 
revealed that they, too, may have symbolic meanings. 

Can "accidental’’ deaths result from an unconscious desire to diet 

Yes. An apparently accidental overdose of medication, an ap- 
parently thoughtless running out into traffic, an “accidental" fall from 
a high place, all can be due to unconscious death wishes. We also 
know that persons with suicidal tendencies sometimes adopt occu- 
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pations or sports, such as acrobatics or stunt flying, in which the risk 
of death is relatively high. 

Proneness to accidents is a definite sign of unconscious self-destruc* 
tive motivations. Repeated accidents usually represent an unconscious 
need for atonement or expiation. These sacrificial symbolic acts mo- 
mentarily appease the guilty conscience, until the recurring inner 
tensions again press for a repetition. 

What is the connection between suicide and homicide 

The word suicide implies killing. In many • instances a suicidal 
act follows after murder. Dynamic psychology looks upon suicide as a 
reversal of aggression originally directed toward the outer world. It is 
a psychoanalytic maxim that nobody kills himself who at some time 
did not wish to kill someone else. It is noteworthy that criminologists 
and sociologists of the nineteenth century discovered an inverse rela- 
tionship between the rates of suicide and capital crime. 

What is a suicide pact? 

A suicide pact is an agreement between two persons to commit 
suicide together. They may decide that each shall kill himself, or that 
each shall kill the other, or that one shall kill first the other .and then 
himself. In this latter instance, it may happen that the executor of the 
pact carries out the first act but fails in the second. Both from the 
legal and from the psychological standpoint the survivor can then be 
viewed as a murderer, even though he may hiive sincerely intended to 
take his own life as well. Unconscious motivations undoubtedly play 
a very great role. It is noteworthy that very often the instigator of 
such a pact is the one who remains alive. 

What are the psychological implications of the game of Russian 

roulettet 

In this superstitious gamble with death, the responsibility for 
suicide is shifted to a higher power— to destiny. This means that con- 
sciously the gambler will accept the verdict of chance: to die or to 
live. But even if he survives, the unconscious inner conflicts will 
persist. 

If the game of Russian roulette is played in a group, it mny have 
some of the characteristics of a suicide pact. 
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What is the explanation of “contagiouf* suicidest 

The phenomenon of contagion is explained by two main factors: 
imitation and identification. Sometimes a suicide captures the imagi- 
nation of other persons, leading to a whole series of suicides or suicidal 
attempts. Such suggestibility has been known to occur among stu- 
dents, soldiers, and other groups. It seems plausible to assume that 
such suicide waves are most likely to occur when the initial case ac- 
tivates self-destructive tendencies that might otherwise have remained 
dormant. 

As for suicides running in families, they may be explained by un- 
conscious identification rather than by hereditary factors. Identifica- 
tion means that certain attitudes, values, and patterns of behavior are 
developed through the child’s imitation of his parents, whose char- 
acteristics may thus become integrated into his personality. 

Can suicidal propensity be a factor in heroismt 

Readiness to die for a cause may, sometimes, be fostered by deep 
suicidal fantxsios. Wars, revolutions, etc., may offer opportunities, for 
persons with suicidal tendencies, to seek heroic death. 

Is suicide a cowardly actt 

Such a value judgment would not be scientific; it can be based 
only on religious, cultural, or individual opinions. 

Is a person who contemplates suicide mentally ilU 

Not necessarily. Most persons have suicidal thoughts at some 
time in their lives. 

Is a person who commits suicide mentally ill? 

The idea that suicidal acts are invariably a result of mental illness 
was abandoned long ago. Manifestly delusional or psychotic persons 
constitute only a small percentage of those who commit suicide. Al- 
though persons suffering from severe depressions show suicidal pro- 
pensities, only a minority of them resort to suicide. 

Are there any signs, observable to a trained person, indicating that 

an individual is likely to commit suicide? 

There are such signs, but they are far from infallible. Anxiety 
states, depressions, overt suicidal threats, a history of past threats or 
attempts by the person or close members of the family: these constitute 
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serious warnings. Unconscious self-destructive impulses can be un- 
veiled during psychotherapy. Projective psychological tests sometimes 
permit the detection of specific personality difficulties pointing to sui- 
cidal trends. 

Although many people make suicidal threats without carrying them 
out, such threats should always be taken seriously. 

What help exists for the individudl who attempts suicidef 

Aside from the treatment of bodily injuries, psychological in- 
vestigation and diagnosis are imperative. If the risks of further suicidal 
attempts demand it, the patient may have to be hospitalized and kept 
under continuous surveillance. But custodial care alone will never 
prove sufficient; systematic and prolonged psychotherapy is indis- 
pensable to uncover and resolve the deep-seated, unconscious conflicts 
at the root of the suicidal impulse. Often an apparent improvement 
may be deceiving, and an early discharge is usually followed by an- 
other attempt at suicide. Many fatal suicides are committed by persons 
who leave the hospital against expert advice. 

In treatment, can improper handling of problems or conflicts increase 

the possibility of suicidef 

Yes, it can. A great danger may arise if, in psychotherapy, inter- 
pretations are offered too rapidly, before the patient is prepared for 
their emotional impact. Another danger might lie in a superficial and 
casual handling of matters that .seem vitally important to the patient; 
this may prevent the establishment of the necessary positive trans- 
ference (unconscious attachment to others of affectionate feelings and 
attitudes that were originally associated with important figures in one’s 
early life) from patient to therapist. 

Why is suicide held in contempt in our society? 

The Judeo-Christian religions forbid suicide and condemn it as 
a sin. This accounts for the contempt with which it is regarded in our 
culture. A psychological source of such attitudes might be the uncon- 
scious fear of suicidal impulses in oneself. 

What are some of the reactions and emotions that occur in the 

family after the suicide of a family member? 

Feelings of guilt and remorse are the most common reactions. 
Close relatives usually reproach themselves for not having prevented 
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the suicidal act. In some instances these self-reproaches may have a 
degree of justification, but often they are greatly exaggerated. The guilt 
feelings may even become irrational, and in such cases psychological 
help is imperative. 

Suicides in a femily may have a far-reaching traumatic effect upon 
children. IdentiBcation with dead love objects is often an unconscious 
reason for suicide, especially in adolescence. 

What may be the result of unfriendly community attitudes toward 
the family of a suicide? 

Such attitudes send to arouse and to exacerbate feelings of shame, 
guilt, and remorse, even when there is no objective reason for these 
feelings. By the same token, sympathetic and friendly attitudes will 
act as an antidote. 

The enlightenment of the community about the nature and the 
deeper causes of suicide should be one of the most important goals of 
the mental health movement. 



THE THERAPEUTIC 
COMMUNITY 
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What is the therapeutic community? 

The therapeutic community is a cooperative movement, within an 
institution or hospital, which is aimed at closing the communication 
gap between patient and staff for the benefit of all concerned. This 
movement recognizes that it is not enough for patients and staff to be 
able to talk freely within their own groups; that it is also desirable for 
patients to be able to talk freely with the staff and the staff with the 
patients. 

In our middle<lass culture, what is not expressed is often more 
important than what is considered legitimate conversation. The hos- 
pital setting affords the opportunity to develop a situation in which 
the communication of formerly unexpressed feelings and attitudes is 
encouraged for the betterment not only of the patients but also of the 
staff. Betterment here means the more appropriate use of professional 
skills and the opportunity for a mutual learning experience between 
patients and staff. Probably the setting most favorable in which this 
learning and treatment may occur is the community meeting. 

What is the community meeting in the therapeutic community? 

The community meeting is the daily meeting of all patients and 
staff and can be used in wards that have as many as sixty patients. Such 
a meeting affords an opportunity to examine the day-to-day problems 
of the patients and of the ward generally. Since a patient’s behavior at 
a community meeting resembles the behavior that led to . his being 
admitted to the hospital in the first place, the significance of this behav- 
ior can be examined in a positive way— this being impossible in the out- 
side world where there is neither the setting nor the trained personnel. 

At first, the patient finds it difficult to talk about topics other than 
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the usual conversational ones. In time, however, the patient realizes 
that much of his behavior can be understood only by examining his 
underlying motives. He finds that such examination can afford him 
considerable relief and often leads to more adequate ways of dealing 
with problems as well as to greater insight into his problems and 
behavior. 

What are the aims of the therapeutic communityt 
Like all treatment methods, its aim is the betterment of the pa- 
tient. However, the therapeutic community attempts to do this not 
only in terms of the Iwo-person treatment relationship between patient 
and doctor but also by stressing the major importance of the patient’s 
total environment of social factors that are involved in the develop- 
ment and abatement of mental illness. 

What were the conditions prior to the concept of the therapeutic com- 
munity that brought this theory into practice} How did these condi- 
tions affect the treatment, release, and rehabilitation of patients} How 
does this compare with results in the therapeutic community} 

The lack of a sensitive awareness and concern about the physical 
and emotional setting in which patients lived, together with the stereo- 
typed medical attitudes epitomized by “the doctor knows best,” led to 
attempts to close the gap between patients and staff and to maximize 
the potentials for treatment and change in both groups. Pioneer edu- 
cators such as Albert Deutsch played an important part in evolving this 
change. 

These conditions, which existed up to recent years and indeed still 
are far too common, meant that patients could easily Ije harmed rather 
than helped by admission to a hospital. In the past, one of the great 
dangers has been the tendency to regard the patient as a passive 
recipient of a regimen of treatment and care. This has often led the 
patient to develop an attitude of overdependence toward the hospital, 
with the result that in many cases the patient has not felt any personal 
responsibility to participate. In the therapeutic community, however, 
tlie patients, in collaboration with the staff, become active participants 
in the therapy of other patients in community meetings and in other 
aspects of the overall hospital work. Th’s helps the patients to become 
responsible members of the patient community and helps in their 
rehabilitation to the outside community. It is difficult to quote actual 
figures, but it is certainly true that this trend, along with the use of 
tranquilizing drugs, has contributed significantly to the consistent drop 
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in bed occupancy throughout the country despite the rising admission 
rate in hospitals. 

How is the situation in the mental hospital or clinic different from 
that of yesterday? Physically? Emotionally? Socially? MedicaUy? 

Physically, the conditions remain much as before, but planning 
implies enormous changes in the whole physical organization of mental 
hospitals. The essential difference will be in the development of much 
smaller hospital units situated much closer to the communities they 
serve. Moreover, the inpatient population will, we hope, increasingly 
give way to people who are being treated in day hospitals, in night 
hostels, or in outpatient departments, preferably living at home wher- 
ever possible. In the interim, the large mental hospitals will probably 
begin to divide up into smaller semi-autonomous units, each serving a 
particular geographical area. This process has already begun in various 
parts of the country, the most famous example being the Dutchess 
County unit at the Hudson River State Hospital near Poughkeepsie, 
where Robert C. Hunt has made an outstanding contribution. 

1 think it is foir to say that the whole emotional climate in psychiatric 
hospitals is changing. The gap between staff and patients is narrowing. 
Moreover, this tendency, particularly among groups that aspire to 
something approaching a therapeutic community climate, means that 
the staff and patients are much more involved in the development of 
their own culture-atmosphere. This brings about a generally friendlier 
and more purposeful climate.- 

One hopes there will also be an increasingly close social relationship 
between patients and the outside community, particularly with their 
families. It is probably in this area that the most dramatic changes can 
be expected in the future, when patients will be helped to remain as 
“people,” and never lose this identity. In the past, unfortunately, a 
mental patient was often thought of as loathsome and someone to be 
avoided at all costs. 

Medically, one could say that psychiatric hospitals are tending more 
and more to develop their own atmosphere. This implies a moving 
away from the model of the general hospital. Many peopk feel that 
the traditional dress and behavior, which are appropriate ill a general 
hospital, have little or no place in a psychiatric hospital a^d may, in 
fact, be antitherapeutic. For this reason, there is an increasing in- 
formality in mental hospitals, such as replacement of nurses’ uniforms 
with everyday attire. 
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How does the therapeutic community function? 

In order to develop a high degree of communication and treatment 
in the mental hospital, it is necessary to have frequent contact between 
all patients and staff in a treatment and training situation. This is 
probably best done by daily community meetings in a ward where 
current problems can be freely ventilated. Patients are encouraged to 
express their feelings in a way that is not usually acceptable in ordinary 
society. The airing of feelings is in itself often helpful and allows the 
group to become acquainted with each patient’s underlying conflicts. 
One patient’s problem frequently contains aspects familiar to other 
patients. Moreover, most patients’ problems are related to their dealings 
with other people, and an examination of behavior may lead to more 
understanding, and result in more effective ways of behaving under 
stress. 

Staff meetings immediately following the comnumity meetings afford 
an excellent training opportunity. The doctor, social worker, nurse, 
psychologist, etc., each describes his differing perceptions of the same 
community meeting, and the underlying motivations in patient be- 
havior can be examined. Moreover, die staff meeting affords an oppor- 
tunity for the discussion of interpersonal problems within the staff and 
for an examination of roles, role relationships, and the overall culture 
of the treatment unit. Daily meetings of this kind lead to a much closer 
and more effective therapeutic team. Currently, the term, therapeutic 
community, can include the therapeutic role that is being developed 
with families and other social units, for example, the increasing use of 
home care instead of hospital care and the establishment of day hospitals 
with the patient sleeping at home. 

What is the history of the therapeutic community^ 

It is difficult to establish definitive landmarks. It would be more 
accurate to think of the therapeutic community as reflecting the growth 
of social science skills and their application to psychiatry. The term 
therapeutic community probably was first used by Tom Main, Director 
of the Cassel Hospital near London, who described it in an article in 
the Bulletin of the Menninger Clinic in 1946. 

Who were the most prominent contributors in this history? 

In England, one would certainly think of the group of army 
psychiatrists associated with the Northfield Military Hospital near 
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during World War IL Names such as W. ^ Bion, S. H. 
Foulkes, Toni Main, ami many others w<« associated with what came 
to be called the Northfield Experiment, which was an attempt to 
establish a therapeutic community in a large military hospital. At the 
sami* time, the developments at Mill Hill Hospital near London were 
taking a similar but quite independent line under the direction of 
W. S. Maclay, A. B. Stokes, and the writer. 

Perhaps the most outstanding early examples in America were in 
the field of delinquency prior to World War II, where a number of 
important experiments were being carried out. The work of Fritz RedI 
and that of Bruno Bettelheim is outstanding. The application of thera- 
peutic community principles to psychiatric hospital practice is associ- 
ated particularly with the name of Harry A. Wilmer, who did some 
fascinating work at Oak Knoll Naval Hospital in Oakland, California. 

Does the therapeutic community concept apply to all organized instu 
tutumsf 

There seems little doubt that many of the points previously raised 
could be applied to hospitals in general. For example, an annotation in 
a medical publication described how a random sampling of two hundred 
patients in a general hospital in Edinburgh, Scotland, revealed many 
criticisms of their hospital experience. The patients disliked rigid nurs- 
ing routine, especially the early-morning bedpans. Most of all, the 
patients wanted greater flexibility in visiting regulations, including the 
number of visitors. Comments on medical care were directed at manner, 
rather than matter, with special pleas for more regular information on 
treatment and progress. Inadequate communication was indeed the 
major bone of contention, moving two out of three patients to express 
dissatisfaction. An analysis of the social situation is beneficial in almost 
any social institution, especially in factories, business firms, etc. 

How many hospitals or institutions make use of the therapeutic com‘ 
munUyf 

As yet, there is no analysis available that answers this! question. 
There are many degrees of social development involved, and if would be 
difficult to get a consensus on which hospital could reasonably be 
regarded as practicing therapeutic community principles. Klost psy- 
chiatric hospitals seem to be conscious of the need to develop along 
these lines and are in varying stages of transition. 
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Has th0. tHiiiude bten changing toward the fnentai hosptkdaittd 

fdw polfofity What has been responsible for this change? 

There is reason to think that there has been an increasing aware- 
ness of the problems of the mental patient and a greater empathy on the 
part of the general public. One hopes that this is the result of education 
and of the interest shown by the mass media. Nevertheless, a great deal 
still remains to be done in this area. The stereotype of a mental patient 
as a ‘dangerous and unpredictable individual," all too frequently pre- 
sented in the mass media, is in no way characteristic of the vast majority 
of mental hospital patients. This stereotype is being changed for the 
better as a result of the opening of hospitals to visits by the public. 
Firsthand acquaintance of high school and college students with the 
problems in mental hospitals, by frequent visits there, is a tremendous 
force in reducing prejudices. 

How successful has this change been? 

It is diflficult to answer this in relation to public attitudes. However, 
Paul Leinkau, Professor of Public Health Administration at Johns 
Hopkins University, described a careful study of community attitudes 
in the lialtiiriore area. Comparing a recent study with studies done 
about 1950, he showed that the expert and the general public seem to 
have developed much more closely related ways of thinking about 
mental patients than heretofore. 

What effect has the therapeutic community concept had on short-term 

mental hospital care? 

I feel that any system which heightens the awareness of what is 
actually happening in a treatment community and allows the patients 
to express their feelings freely will have a considerable effect in lessen- 
ing the dangers of “institutionalization" (a term used for unnecessarily 
long hospitalization resulting in overdependence on the hospital). The 
hospital should be looked on merely as a necessary adjunct to other 
forms of treatment. 

What factors stand in the way of a successful therapeutic community? 

The most important factor here i<. probably the attitude, training, 
and flexibility of the hospital superintendent. It is extremely difficult to 
develop a therapeutic community without positive approval of the 
institution’s highest executive. The development of separate treatment 
teams, with partial or complete self-direction, means the emergence of 
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the problems associated witir decentralization. Many Superintendents feel 
insecure unless they are in complete control of the total hospital organi- 
zation. It is the confident and imaginative superintendent who realizes, 
as in fact happens in big business, that decentralization into units of the 
most favorable size is a necessity, if communications and the feeling of 
identity are to be fostered. It is possible to be in contact with, and un- 
derstand, only a relatively small group of patients. The optimal size for 
such a group has to be decided by many factors, but it is probable that 
hospitals should be divided into treatment teams, each to be concerned 
with fifty to one hundred patients. Smaller units might be preferable, 
but in most cases they would be economically impossible, at least in state 
hospitals. 

Is there an organised campmgn to spread the concept of the therof 
peutic community to institutions? What organizations are behind this? 
Do they offer trmning for personnel involved, in the therapeutic com- 
munity? 

There is no organized campaign to spread the concept of the 
therapeutic community to institutions. Apart from the work of numer- 
ous individuals, the major impetus probably comes from the two big 
organizations concerned with group psychotherapy— the International 
Council of Group Psychotherapy, and the Moreno Institute. At present, 
training in this field can only be obtained in institutions practicing 
these principles, but no formalized training is as yet available. 

What types of organization are working toward the establishment of 
the therapeutic community? What new techniques have been in- 
corporated? 

I would think that there is a trend toward therapeutic community 
methods in institutions generally, particularly in those where the 
thinking of social scientists has had some impact. This would apply to 
industry and to various kinds of correctional and therapeutic institu- 
tions. Particularly impressive, for example, is the work done in the 
California Department of Corrections, where two experimental thera- 
peutic communities— one involving inmates within a large prison, the 
other involving inmates who are working in a forestry camp— are among 
the best I have seen. Psychiatric hospitals generally, including University 
clinics, state hospitals, and private institutions, are working increasingly 
toward therapeutic community concepts and practice. 

Terms such as therapeutic community, milieu therapy, living groups. 
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etc., will become almost unnecessary, much in the way, one hopes, that 
terms such as psychosomatic medicine or rehabilitation, will no longer 
be necessary when training and attitudes have reached a more en- 
lightened level. 

It would seem that the ideas implicit in a therapeutic community are 
merely the commonsense application of social science knowledge and 
the humanities to the practice of psychiatry. 
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What is the unconscious? 

The “unconscious,” used as a noun, is the designation given by 
Sigmund Freud to a region of the mind comprising all mental func- 
tioning of which the person is unaware and which he cannot recognize 
or remember at will. It consists of mental events that have never 
reached consciousness and of those that were secondarily excluded 
from it (repressed) because they are objectionable to the subject. 

The adjective, “unconscious,” has various meanings. It may describe 
the state of a person who has lost his consciousness as the result of a 
severe head injury, or while fainting, or under the influence of a gen- 
eral anesthetic. 

In a different meaning, “unconscious” applies to all mental events 
a person is "not conscious of” at a time when he may be fully conscious 
otherwise. 

Unconscious mental activities may be either "preconscious,” that is, 
only temporarily latent and subject to recall by minor effort, or “un- 
conscious proper,” which means that only specific and often laborious 
psychoanalytic techniques can bring them to consciousness. 

Carl G. Jung distinguished two parts of the unconscious: the “per- 
sonal unconscious,” comprising all individual experience, and the 
"collective unconscious,” containing inherited residues of the racial 
past, common to all men. 

Why is it reasonable to assume the existence of an unconscious part 

of the mind? ^ 

Conscious awareness of events has many gaps. At any |;iven mo- 
ment we are conscious of only a part of our mental life, While most 
of it is in a state of latency, often for long periods of time. 

We are forced to assume that mental activity goes on outside our 
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awareness because of many psychic phenomena, in healthy as well as in 
sick people, such as slips of the tongue, forgetting, dreams, the experi- 
ence that ideas or solutions to problems come to us apparently from 
nowhere. 

The assumption that there is an unconscious has proved to be ex- 
tremely useful for the explanation of disconnected or otherwise unin- 
telligible mental acts, of symptoms of emotional illness, and of the 
phenomena of hypnosis. 

What is the diffefence between the unconscious and the subconscioutt 

Some authors use the term "subconscious” synonymously with 
unconscious. Freud preferred unconscious because it is more descrip- 
tive and lacks a pejorative undertone. Subconscious has become obso- 
lete in scientific writings. 

The Boston psychiatrist, Morton Prince (1854~1929), used subcon- 
scious or “coconscious” to describe additional personalities coexisting 
with a primary personality and becoming manifest under special cir- 
cumstances. An example of such a “multiple personality” was described 
by Corbett H. Thigpen and H. M. Cleckley in their book. The Three 
Faces of Eve. 

Who were the men prominent in the study of the unconscious? 

Throughout the course of civilization poets, philosophers, and 
scientists have indicated in their works, with growing clarity and in- 
creasing frequency, their suspicion that unconscious mental processes 
affected human behavior significantly. 

Current ideas on the unconscious were perhaps most clearly antici- 
pated by the German philosophers Arthur Schopenhauer, Johann F. 
Herbart, Paul Carus, Eduard von Hartmann, and Friedrich Nietzsche. 

In the late decades of the nineteenth century, French psychiatrists 
Ambroise Liebeault, Jean M. Charcot, and Hippolyte Bemheim pre- 
pared scientific approaches to the study of the unconscious by their 
exploration of hypnotism and hysteria. 

Stimulated by their work Freud developed techniques that enabled 
him to demonstrate and to explore unconscious mental phenomena 
in a workable fashion. His observations have become the foundations 
for a growing body of psychological insights and psychotherapeutic 
procedures. 
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What it repression and resistancef Haw do these phenomena affect 

the expioration of the unconscious? 

Freud noted that certain unacceptable or painful ideas, memories, 
or feelings are excluded from our consciousness. He called the process 
of exclusion, “repression.” Repressed mental contents do not cease to 
exist after they have become unconscious. They continue to affect the 
manifest behavior and sometimes even reappear in a distorted form 
giving rise to emotional or pseudo-organic symptoms. 

Psychoanalysts observed that everybody offers strong “resist- 
ance” to becoming aware of his repressed content. In psychoanalytic 
therapy, resistance is expressed by interference with the treatment pro- 
cedure. Even the well-intentioned patient refuses to keep to his original 
promise that he will say at once everything that comes into his mind. 
He fights the analyst who confronts him with the unconscious mean- 
ings of his words and actions. However, as more and more converging 
evidence is brought to light by the patient, through the combined 
efforts of doctor and patient, the resistance is finally overcome, the 
repression is lifted, and “the unconscious becomes conscious.” (See 
Psychoanalysis) 

How are the id, the ego, and the superego related to the unconscious? 

In his earlier theories, Freud explained neurotic symptoms as the 
outcome of a struggle between the conscious and unconscious parts of 
the mind. Objectionable mental content, according to the.se theories, 
is denied access to consciousness by a censoring agency. After repre.s- 
sion, the objectionable content tries to reenter consciousness in one dis- 
guised form or another, thereby upsetting the person’s emotional 
health. (See Mental Mechanisms) 

Later Freud postulated that not only the repressed content is uncon- 
scious, but the repressing censoring agency as well. In other words, 
the neurotic conflict takes place between different parts of the uncon- 
scious. 

This insight forced Freud to complement the original topographic 
model of the psychic apparatus (consciousness veisus the unconscious) 
by a new “structural” point of view. 

All psychic functions were part of three systems: the id, the iuperego, 
and the ego. 

The id was designated the psychic representation <ff the biologic 
needs, that is, of the sexual and the aggressive drives. 
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The superego was defined as the internal representative of all moral 
precepts and ideal aspirations as they are transmitted via parents and 
other influences from the social and cultural environment. 

The ego was designated to include all mechanisms regulating the 
individual’s relations with the external world and preserving the 
person’s unity in the cross-pressures of conflicting inner impulses and 
external tasks. (See Ego) 

As a result of this structuring, the neurotic conflict was conceptual- 
ized to be between the ego and either the id or the superego. 

With the exception of a part of the ego, all mental processes are 
within the unconscious. Unconscious content may, however, be trans- 
formed or translated into conscious content by the use of specific psy- 
choanalytic techniques. 

What are the functions of the unconsciotisf Is the unconscious always 
functioning! 

To ensure optimal conditions for the life of an individual in an 
ever-changing physical and social environment, the central nervous sys- 
tem coordinates the various functions in all parts of the body continu- 
ously. Mental activities, the psychological correlates of central nervous 
system functions, must equally go on at all times. The degree of func- 
tioning depends on the state of the individual and his environment. 
Unconscious mental activities provide a continuous background to 
conscious experience. Whenever the functions of the ego are reduced, 
as in sleep or under conditions of emotional illness, unconscious mecha- 
nisms affect and distort ideation and manifest behavior to a greater 
degree. This gives dreams and emotionally disturbed behavior their 
“unreasonable character.” 

It must be stressed that irrationality is not always destructive or 
harmful to the individual. Imagination, creativity, and originality have 
their roots in the unconscious. 

Do unconscious mental processes have special characteristics that dis- 
tinguish them from conscious ones? 

Some unconscious mental phenomena differ from conscious ones 
only in the respect that they are not conscious. 

The id, psychic representative of our biologic drives, is governed by 
laws different from those familiar to us in waking thought. Its more 
primitive form of functioning is called the “primary process,” as dis- 
tinguished from the rational “secondary process’’ thinking found in the 
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mature ego. The primary process is characterized by a disregard for 
logic laws and logic categories of time and space, by a compelling push 
toward gratification without regard for realistic consequences, by 
conflict-free coexistence of opposite tendencies, by use of symbols and 
other mental mechanisms as found in dreams. 

The greater irrationality, the restricted adaptability, and the reduced 
freedom of decision of immature or emotionally disturbed persons are 
thought to express the prevalence of the primary process in their 
thoughts and behavior. 

How is the unconscious formedf Are all past experiences kept in the 
unconscious? If not, why are some experiences retained while others 
are not? 

In what way and at what point of phylogenetic or ontogenetic 
development psychic processes first form is not known. It may be safely 
assumed that unconscious processes precede the development of con- 
sciousness. In the course of living, the boundaries between conscious- 
ness and the unconscious do not remain firm. Unconscious events be- 
come conscious, and repression pushes certain conscious experiences 
into the unconscious. 

Freud assumed that all past experience is preserved in the uncon- 
scious. In the course of a psychoanalysis, emotionally significant memo- 
ries often emerge in remarkable freshness, even after decades of repres- 
sion. Old people often surprise us by suddenly recalling long-forgotten 
events from their earliest childhood. Yet it is probable that many emo- 
tionally insignificant data are permanently forgotten. 

Why has it been found necessary to explore the unconscious? 

The first reason is scientific curiosity. Neither healthy nor patho- 
logic behavior can be understood without recognition of its depen- 
dence on unconscious mental events. 

The second reason is psychotherapy. An individual without knowl- 
edge of important determinants of his behavior cannot reasonably 
change it. The person who becomes conscious of certain aspects of his 
unconscious gains a broader basis for his decisions and may>: increase 
the measure of his personal freedom and thereby his emotional health. 
The exploration of unconscious processes is an important Aspect of 
some psychotherapies. 

Third, man has gained technological powers that may enrich his 
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existence, or may extinguish his kind forever if unconscious destructive 
impulses overpower his reason as they have done in the past. If man 
is to learn how to master his fate rather than to continue as the unwit- 
ting victim of his impulses, then the exploration of his unconscious 
must be one of his major concerns. 

What methods tare used to explore the unconscious} What is the 
success of these methods} 

The unconscious is not accessible to direct observation. It can be 
studied only by m<^ing its contents conscious (transformation) or by 
inferring its nature from its manifest effects (interpretation). 

The psychoanalytic techniques remain the most prevalent methods 
for its exploration. In “free association” the patient agrees to express 
whatever thoughts and feelings come to his mind— without omission 
or cen.sorship. This produces more and more »‘evealing information 
about his unconscious life. The free associations enable the analyst to 
interpret the patient’s dreams, his behavior inside and outside therapy, 
and the uiKonscious determinants of the person’s healthy functioning 
as well as the effects of his emotional illness. 

Historically, hypnosis was the earliest experimental method to dem- 
onstrate unconscious phenomena. Freud employed it in his early work, 
but because of its limitations he abandoned it in favor of free associa- 
tions. Some scientists still use hypnosis for the study of the unconscious. 
(See Hypnosis) 

Sodium Amytal, sometimes referred to as "truth serum,” and similar 
drugs have been used with moderate success in “narcoanalysis” to un- 
cover unconscious material in select cases. Some researchers claim that 
certain drugs such as mescaline or L.S.D. liberate unconscious mate- 
rial in the form of hallucinations and perceptual or attitudinal changes. 
(See Psychopharmacology) 

Some psychological tests such as the Rorschach (inkblot) test and 
the Thematic Apperception Test (T.A.T.) have proved valuable to 
check certain assumptions about the unconscious by using an approach 
different from the clinical. (See Psychodiagnostic and Personality Test- 
ing) 

Freud and many analysts after him have gained important insights 
into the workings of the unconscious by studying cultural institutions, 
customs, traditions, religions, myths, and artistic creations. Anthropolo- 
gists and sociologists have attempted to interpret their findings in the 
light of psychoanalytic theories on the unconscious and, in turn, they 
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contributed to its deeper understanding. (See Social Anthropology and 
Mental Health; Social Factors in Mental Illness) 

Sophisticated experimental designs of psychologists and observations 
by ethologists produce data that add to clearer understanding of the 
human mind. 

Finally, recent research in neurophysiology and improved under- 
standing of the structure and the functioning of the central nervous 
system may in time help us to construct even more useful conceptual 
models than are at our disposal today. 

How is the exploration of the unconscious used in treatment of enuh 
tionally disturbed individualsf 

The emotionally disturbed individual may be thought of as over- 
whelmed by impulses originating in the unconscious or as defending 
himself against them so strongly that he stifles his creative and imagi- 
native resources. In either case— and both may often be true for one 
and the same person— his emotional life is impoverished and his ef- 
fectiveness in dealing with the tasks of living is below his best potential. 

Treatment aims at establishing better communication between the 
person's consciousness and his inner life. This should help him to ac- 
cept himself rather than to fight himself, and to find less frustrating 
and less destructive solutions for his specific needs. 

The exploration of the unconscious is one of several avenues toward 
such goals. 



WAR AND MENTAL HEALTH 


by HAROLD D. LASSWELL, Ph.D. 

Edward J. Phelps Professor of Law and Political Science, 

Yale University Law School 

What is war? Cold war? 

War is a relation of armed conflict between members of the world 
political arena. We* leave to one side the many distinctions that are 
made for legal purposes, and focus upon the broad difference between 
hot and cold war. 

Cold war is a conflict between two nations or groups of nations by 
means of power politics, economic pressures, spy activities, or hostile 
propaganda, and often sabotage, without actually resorting to arms. 

Does war affect mental health? 

Yes. However, it is not always easy to trace the connection because 
war and preparation for war have many subtle effects. 

Is war influenced by mental health? 

Yes. War is one of the oldest institutions in human history or pre- 
history; but since war is the result of many factors, it is difficult to 
estimate the importance of mental disturbance upon these factors. 

Are active combatants especially affected? 

The impact of warfare upon active combatants depends in pcirt 
upon the degree to which they accept war in general and the particular 
war of the moment. A classical case of popular war was the armed ex- 
pansion of the Islamic Empire throughout the Middle East and North 
Africa. Warriors were deeply identified with the tribes from which 
they came and were unified in their zeal for the propagation of a uni- 
versal faith. They expected an immediate heavenly reward if they died 
in battle with the infidel. 

Does industrialism wndermine willingness to fight? 

The rise of modern civilization has introduced great changes into 
the relationship of the individual combatant to warfare, and these 
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changes are a£Eecting mental health. Traditional religious or "sacred 
ideologies” have been undermined by the world view of science, tech- 
nology, and industrialism. New "secular ideologies” depict possible 
utopias on earth. They appeal to individual ambition and sense of 
responsibility. At the same time they require individuals to be willing 
to die now, and this generates mental conflict. 

How is mental health affected} 

In advanced industrial countries more young people seem to won- 
der why they should sacrifice their lives for others. Objections are not 
noticeable when sudden crises like Pearl Harbor sweep young men 
and women into the armed forces. The undercurrent is more obvious 
when justification of war is less widely acknowledged, as in the case of 
Korea. Lack of inner commitment results in mental disturbances and 
physical troubles influenced by mental factors. In general, a situation 
of stalemate is more destructive to the mental health of individualistic, 
ambitious officers and men from advanced industrial nations than from 
other communities. To a young person reared in an individualistic 
civilimtion any threat to "my” life and career is especially disturbing. 
It arouses deep fear of loss and resentment of sacrifice. Attempts to re- 
press these sentiments are not always successful and contribute to “battle 
psychoses” among combatants. 

What ejects the menttd health of noncombatants} 

The term “noncombatant” has been made almost obsolete by the 
planes and missiles of modern warfare that carry the risk of death to 
everyone. Hence, the mental difficulties of soldier or civilian tend to re- 
semble one another more closely. To some extent, however, it is pos- 
sible to identify distinctive "home front” problems of wives and mothers 
who are condemned to worry and wait, and who respond to stress with 
mental illnesses. 

Does wax have positive effects on mental health} 

For many men and women war brings positive gains. Benjamin 
Rush, an American physician, pointed out years ago that many self- 
centered people lose their symptoms in the excitement and mutiial sup- 
port of war. 

Social scientists and psychiatrists call attention to the sense of isola- 
tion that comes to many human beings under the complex conditions 
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of urban industrial civilization. War, with its insatiable need for man- 
power, reaches beyond the young and gives to innumerable men and 
women of middle (or later) years a gratifying conviction of being 
wanted. 

It has also been pointed out that when democratic norms are com- 
bined with industrial civilization people are encouraged to make a 
wide variety of choices relating to every sphere of life. To make de- 
cisions is confusing and produces anxiety for many people who, in 
Erich Fromm’s phrase, “escape from freedom.” In war, life is simplified 
for the rank and file who are summoned to serve in gpreat military or 
civilian structures of administration. 

What are the long-run effects of war on mental healths 

It is obvious that the consequences of a particular war on mental 
health are long and drawn-out. Many veterans are never able to recover 
from mental illness and never return to active life. Some civilians, too, 
are permanent mental casualties. Combatants and noncombatants alike 
may not develop serious mental illness until years after the war ex- 
perience— an experience that played an important part in their eventual 
breakdown. 

More subtle are psychic scars that do not bring hospitalization but 
disrupt harmonious human relations. Victims of terror relive their ex- 
periences for years afterward, often as brief psychotic episodes. Distur- 
bances are especially apparent in intimate affairs. Difficulties of sexual 
adjustment may be rooted in guilt and shame for illicit heterosexual, 
homosexual, and other experiences that occuncj under the special 
circumstances of war. Divorce rates Jump in the immediate aftermath 
of war, often reflecting the mental instability of the partners. 

During war, parents, especially fathers, are removed from the home, 
and there are indications that the lack of stable authority contributes 
to the growth of disturbed and delinquent youth. Wars typically leave 
in their wake an army of illegitimate children, many of whom are 
eventually disoriented from lack of affection or from positive contempt. 
Such problems are exaggerated when race mixture occurs, as in the 
case of the illegitimate children left by American forces in Japan after 
World War II and the occupation. 

Mental difficulties stemming from war contribute to occupational, as 
well as to intimate, problems. Immediately after release from the 
armed forces many individuals are so disturbed that they cannot “settle 
down” to everyday living or schooling; and they have bad records as 
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employees. Having once fallen behind his age-mates a veteran often 
complicates his life by a mounting sense of failure, which he may then 
seek to resolve by illness. 

Are political consequences affected by mental disorder? 

We have been enumerating some of the intimate and occupational 
results of the mental disorders affected by war. The public political 
consequences of disorientation are equally conspicuous. Every country 
feces a postwar flood of ex-servicemen; and public order is often en- 
dangered by psychopathic individuals who maintained a precarious 
place in society under the peculiar conditions of war, and who find it 
intolerable to convert themselves to peacetime activities. 

The political impact of the demobilized veteran may be catastrophic 
in a defeated power. The United States has never faced the trauma of 
defeat in war; we must not, however, lose sight of the disturbances 
that followed in the South after 1865. Nor can we overlook the part 
that was played in anti-foreign, anti-Catholic, anti-Jewish, and related 
Ku Klux Klan movements immediately after World War I. 

We are, however, acquainted with the history of defeat iti Germany 
after World War I, for instance, and the rise of so-called “patriotic 
associations’’ and “workers’ militias.’’ In the name of communism, 
socialism, republicanism, monarchism, nationalism— and of many other 
political philosophies— undeclared wars were fought in the streets of 
Berlin, in the Rhineland and the Ruhr, in Bavaria, Saxony, and Silesia. 
Out of the turmoil of the time' the Nazi movement eventually rode 
to success. Many of its early heroes and organizers were men and women 
of conspicuous mental pathology. Since most of Germany was un- 
occupied by the victors, these tendencies were more fully and im- 
mediately expressed than in some other defeated countries. 

Does the prospect of annihilation affect mental health? 

It is sometimes suggested that a new factor has entered world 
politics which is bound to affect the future of war itself, as well as 
mental stability. This is the prospect of annihilation. 

It is probably safe to say that the development of modern Weapons 
of destruction has had some, though so far not great, impact^ upon 
mental health. Psychiatrists know that public topics are typical themes 
of private worry; however, the origin of the private worry is usually not 
the public problem. 
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How do people defend themselves against terror? 

The most interesting question about the sp>ecter of annihilation 
is why people appear to be so little affected. A clue is offered by the 
experience of Western Europe as the year 1000 a.d. approached. For 
many generations it had been freely prophesied that the world would 
come to an end, that sinners would be consigned to hell, and the 
righteous would receive their eternal reward. As the millennium came 
nearer, social order began to break down in many localities. There was 
evidence of mental disturbance on a large scale. But observers do not 
agree that anything of the kind is visible among us now despite the 
worldwide publicity of the mounting danger to man’s survival. Since 
no definite, irrevocable date is agreed upon, it may possibly be assumed 
that doom will be deferred indefinitely. From present studies of mental 
mechanisms we have in recent times become aware of the many means 
available to the individual for “softening” disagreeable realities. Evi- 
dently these studies provide the key to the massive complacency of our- 
selves and our contemporaries under present conditions. 

Is war to be classified as an illness? 

The obvious destructiveness of war to life and civilization has 
prompted the suggestion that physicians should agree to classify war 
as the principal mental disease that afflicts mankind. Even among those 
who agree to war’s destructiveness there are objections raised to this 
proposal. It is argued that it is important to distinguish between “an 
obvious individual disorder” and an “accepted pattern of culture” 
which, though destructive, is lived up to by perNons who by ordinary 
definitions are not regarded as ill. 

Does the sttuly of mental illness suggest antiwar strategies? 

Whether we call war an illness or not, it is obvious to most friends 
of humanity that this ancient institution should be done away with. 
The analysis and treatment of mental illness provides several valuable 
clues appropriate to a strategy designed to abolish war. One important 
emphasis is upon avoiding international crises by anticipating provoca- 
tive conditions. People tend to think uncritically when they are in- 
sulted or discriminated against in arv way. Under crisis conditions an 
individual loses control over his deeper impulses, especially when other 
people in the environment react the same way. It is of the utmost im- 
portance, tlterefore, to anticipate sources of tension and to adopt 
policies before crisis thinking distorts the picture. 
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Can psychiatrists and social scientists be helpftil advisers? 

The suggestion has been made that political leaders should have at 
their disposal advisers who remind them of the symptoms of distorted 
thinking and call attention to possible tactics of control. The point is 
that diplomats and officers, for example, sometimes become personally 
involved in negotiation and in making estimates of a situation, and 
begin to lose sight of reality in their desire to humiliate or weaken the 
other party. If an expert is placed where he can aid insight and under- 
standing, the chances of war are diminished. Attention can be kept 
upon common goals and upon provocative factors that have con- 
tributed to the current problem. 

Can illness among officials be detected and dealt with? 

The danger that top officials will distort reality as a result of mental 
illness is greater than ever in view of the dangers of “push button” war 
and the spread of atomic know-how among nations. More than one 
important figure has from time to time succumbed to alcoholism. No 
satisfactory procedure has been agreed upon to protect the nation and 
the world from the dangers involved. 

Can better personnel selection help? 

Almost all social institutions make use of testing, interviewing, 
and checkup methods designed to identify mental illness or incipient 
disorders of mind and character. These procedures can be readily in- 
stalled in military and civil cafeer services. Active political leaders, 
however, are able to elude such screening. Hence, it is often proposed 
that they, too, be required to meet basic standards of mental fitness be- 
fore becoming candidates or office holders. 

Can the politics of prevention succeed? 

It is essential to recognize that political leaders and those led must 
be willing to run certain risks and to make sacrifices if the present 
divided world is to be unified under a law of human dignity. The truly 
difficult question is whether to accept possible loss of freedont in ex- 
change for greater security against death in war. The candor that mental 
health requires calls for adequate emphasis upon the full compljtxity of 
the decisions at stake. 
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What is the incidence of widowhood in the United States? 

The United States Bureau of the Census reports that in 1960 there 
were nearly eight million widows in the United States, an increase of 
more than 17 per cent since 1950. 

Widows outnumber widowers by nearly four to one. The 1960 census 
reports 2,219,355 widowers, a decrease of 2.4 per cent from the number 
of widowers reported in 1950. 

The younger a woman is than her husband, the more likely she is to 
be left a widow. Only if a wife is five years older than her husband are 
the odds against her becoming a widow. Even among women between 
thirty-five and forty-four who have been married, 4.5 per cent are 
widows. And in 1951 one out of nine married women was a widow. 

The life expectancy for women is higher than for men all over the 
world except for parts of India. Alva Myrdal and Viola Klein in their 
book. Women’s Two Roles, state; "Women, as they grow older, in- 
creasingly outnumber men, the ratio passing two to one at extreme ages. 
This means that the number of women who survive their husbands is 
considerable. If we make further allowance for the fact that, as a rule, 
men ar-e two or more years older than their wive», the unavoidable con- 
clusion is that many women have to face years of widowhood without 
either a provider or an object for their wholehearted attention." 

Why has being called a "widow” become painful to many women even 

beyond its original meaning? 

There is a tendency to regard widows as a separate and peculiar 
category of women. Many women strongly resent the stereotypes as- 
sociated with the term. While widows have in common a similar trau- 
matic experience, they are no more alike than other women are. 

A widow is a woman whose husband has died. Her reaction to this 
event will vary according to the kind of person she has always been, the 
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quality of her marriage, and the resources available to her. Charles 
Dickens said, “Widders are ’ceptions to every rule.” He might just as 
well have said that people are exceptions to every rule. 

Is there any preparation for widowkoodf 

There is increasing recognition that the woman whose husband 
has died has a difficult task in facing her loss, her grief, and the neces- 
sary reorganization of her life. Still, this emotional upheaval has been 
studied very little. 

Proposals have been made for education to encourage marriages in 
which the wife is at least five years older than the husband, which might 
be of help in the distant future. Other recommendations include the 
extension of research on the major causes of death of men and a more 
definitive preparation of women for greater self-reliance and in- 
dependence. The latter suggestion implies that women so prepared will 
be better equipped to manage independently, which would be of con- 
siderable help in the reorganization of a woman’s life, but only in- 
directly, if at all, in dealing with her grief. 

What is the nature of a widoufs grief? Is it necessarily pathologicalf 

Normal grief after the death of a husband has been described by 
some psychiatrists as a “situational or traumatic experience.” Erich 
Lindemann of the Harvard University Medical School, who has done 
pioneer work in this country on bereavement responses, states: "At first 
glance acute grief would not seem to be a medical or psychiatric dis- 
order in the strict sense of the word but rather a normal reaction to a 
distressing situation. However, the understanding of reactions to trau- 
matic experiences, whether or not they represent a clear-cut neurosis, is 
important.’’ 

Some experts, on the other hand, have concluded that the loss of a 
husband is usually a trauma too severe for even the healthiest and most 
intact woman to sustain without some psychological assistance. 

At any rate, there is a difference between mourning and melancholia. 
Mourning is a normal grief reaction; melancholia is a morbid grief 
reaction, a distortion of normal grief. Frequent symptoms of melan- 
cholia include the delay or postponement of any response to t^e loss; 
the adoption of the symptoms of the husband’s last illness; adoption of 
his activities, habits, and pattern's; overactivity with the absentee of a 
sense of loss; exaggerated self-recrimination, bitterness, and hostility. 
Melancholia frequently is accompanied by severe physical symptoms, 
such as asthma, colitis, or arthritis. 
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Severe melancholia should be recognized as a psychological illness re- 
quiring psychological or psychiatric treatment. 

WtuU is the “normal” response of a widow to her husband’s death? 

There are common elements in the experience of wives when their 
husbands die. This does not mean that all women share identical re- 
actions to this loss, nor that these reactions will be of the same order or 
degree of intensity. Much will depend on the specific situation, the na- 
ture of the marital relationship, available resources for assistance, and 
the personality organization of the wife. 

The initial response to a husband’s death is frequently a kind of 
numbness or paralysis. The widow is unable to integrate what has hap>- 
pened. This numbness is an expression of the struggle against accepting 
the finality of the loss. Initially, her insulation is a healthy protection 
against the deep pain and difficult reality. (See Death) 

This numbness ultimately wears oft; reality and pain seep in; a va- 
riety of new feelings may appear. There is often physical pain, a tight- 
ness in the throat, a choking, an empty feeling, and insomnia. Common 
physical manifestations include extreme exhaustion and loss of appetite 
—widows frequently report that “food tastes like sand.” 

Accompanying these physical reactions is a range of emotional re- 
sponses: restlessness, witli a need for activity that has no purpose; in- 
consistency, a feeling of being driven in many directions; irritability 
with no apparent provocation and an accompanying sense of resigna- 
tion, as though nothing mattered. Everything appears distorted, out of 
focus. There is often a relentless preoccupation with the image of the 
husband and a withdrawal from the usual patterns of living. Impa- 
tience with other people is common, despite a dread of being alone; a 
deep sense of isolation is experienced even araong close friends and 
relatives. The widow may accu.se herself of negligence and berate herself 
for not having been a more devoted wife— expressions of her strong 
sense of guilt and self-pity. (See Guilt; Grief) 

What other deep emotums may a widow be expected to feel? 

A widow loses not only her husband but also her immediate family, 
her special status as a wife, and an adult relationship on which she has 
relied in many ways. Helplessness to combat death, to restore all this, 
leaves her feeling impotent and fearful as to her capacity to manage. 
The widow is least prepared for the resentment and anger she feels as 
a result of her frustration. Widows are expected to be sad and unhappy 
and they expect this of themselves. Consequently, they feel consterna- 
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don and even "disapproval" of the anger and hostility generated by 
their grief. 

This anger is hard to understand and deal with. There is no specific 
person to blame or apparent acceptable reason for the anger. Women 
frequently try to deny its existence because they are shocked by such 
“unacceptable” emodons. They may turn this anger in upon them- 
selves by questioning their own worth, or they may unwittingly divert 
their anger to friends and relatives, whose offers of solace and help they 
reject. 

Preoccupation with the image of the lost husbaqd often leads to his 
idealization and a denial of any negative feelings toward him. The reality 
of the man who has died is blurred. Blame for even minor things 
that went amiss in the marriage are, as a result, often unrealistically 
assumed by the widow. She thus may intensify her guilt and her sense 
of personal inadequacy. 

It is often said that time heals all wounds. Should a widow rely on 

time alone or can she facilitate the healing process? 

A widow’s grief and mourning are themselves curative if they can 
be expressed and understood. Death of the husband is a form of separa- 
don— a breaking of a close relationship comparable to an amputation. 

The widow has experienced deep shock, and she has had to call on 
reserves of physical and emotional strength to meet the crisis. This 
leaves her physically and emotionally depleted, but she can help to re- 
store herself. A period of convalescence for the expression and release 
of pain and the understanding of it, and for the rebuilding of energy, 
is essential. 

She can first try to understand the impact of the shock and the nor- 
mal reactions to it. If she succeeds, she can then accept the feelings that 
follow as being natural and necessary, and deal with them rather than 
bypass them. The pain must be faced and expressed or it remains a 
wound indefinitely. 

The widow next needs to understand that although she can do noth- 
ing about what has happened, she does have the capacity to n^ke the 
necessary changes in her life now that she has become a single ^person. 

Is it harmful for the widow Ur express her grief freely? 

A common illusion is that the expression of grief will icause a 
breakdown. The reverse is actually true. Strong feelings must be venti- 
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lated or they may cause severe emotional damage. The poet, William 
Cowper, summarized this aptly: “Grief is itself a medicine.” 

Social patterns today tend to inhibit expression of grief. There is 
pressure on the individual to deny the reality of death and the pain it 
evokes. The widow is discouraged from expressing her own feelings 
about her loss, not only in her dress but also in her relationships with 
others. Deep mourning even for a relatively short time is no longer 
observed. 

How and where does the widow find avenues for expressing her feel- 
ings and understanding them? 

Sometimes these can be found with friends and relatives. Often, 
however, they do not know how to help the widow. Close associates, it 
is said, are at a loss for the right words. With the best of intentions they 
may offer advice and try to distract the widow from her grief. For the 
widow herself to understand her own feelings is difficult; it is even 
harder for friends and relatives. And what the widow feels is that no 
one can really understand or share her feelings. 

An avenue for assistance that merits careful consideration by the 
widow is that of professional consultation. There are specific advan- 
tages in securing trained and experienced psychological aid from a 
family service agency, a mental health clinic, or privately with a well- 
trained and experienced pastoral counselor, psychologist, psychiatrist, 
or social worker. This aid can facilitate the restitutive process for the 
widow and help her to build her impaired sense of self, and to make 
the transition to life as a single woman. If such consultation is sought 
not too long after the husband’s death, it may also serve to avert the 
making of significant decisions hastily and impulsively. 

With the death of the husband, the usual anchors for the wife are 
gone. She is faced with many decisions and various pressures to act. 
Although the analogy has limited application, a widow can be com- 
pared with a man who has had his arm amputated. Both need a period 
to recover from the shock, and help to learn that they can live, despite 
their loss, although differently. 

Is there a "normaP* time during which a woman can expect to recover 
from her pain and grieff 

Time limits for mourning, in the past, have been defined by the 
culture and were determined by what was considered the period neces- 
sary to protect a widow from social pressures, as well as to show 
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"proper respect” to the husband. The conventional period in which a 
widow is now expected to recover herself is generally a year, although 
such generalizations are patently unreliable. The woman who can be 
helped to recognize that, although something outside herself has altered 
her life, she is not powerless to make constructive changes for herself, 
can function with some measure of independence within a few months. 

Normally the pain of the mourning process steadily diminishes, al* 
though this is rarely recognized by the widow as it is happening. When 
the process is nearly complete, new experiences begin to claim her at- 
tention. 

Does a widow have to “start all over again’*^ 

A common error is that the widow should make radical changes 
in her life quickly. Many think this will obliterate painful memories 
and, distracted from her grief, she will more quickly “get over” 
her loss. 

Such a course rarely is effective. In many instances it serves to create 
other emotional disturbances. Unnecessary radical changes may in- 
crease the burdens. 

Circumstances may require that the widow make immediate and radi- 
cal changes in her life. If, however, this is not the situation, the widow 
does better if she can take time to: 

1) Face and accept the reality of her husband's death. 

2) Deal with the emotional upheaval that ensues. 

3) Get perspective as to what hi her life must be changed and what 
choices are open to her. 

4) Determine what was good in the past and how it can be built on 
in the present by thinking through her own needs and wishes: her 
resources and capacities; her choices of those designs in her former 
life she will want to continue and those she will want to change. 

Is it true, as statisticians report, that the majority of widows spend 
their lump-sum insurance money within a year after receiving it? 

There is no single answer to this question. We know that lump- 
sum insurance money gives many women a larger amount of money at 
one time than they have ever had before in their lives. But it miy also 
mean that there is no dependable steady source of income. Wonjien ac- 
customed to regular income may find it difficult to plan or manage. 

The insurance money comes when a widow is still severely upset. 
Money, perhaps because it is so basic a reality in life, and also so 
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symbolic, can all too often become the peg on which to hang our emo- 
tional hats, even unknowingly. A widow can more readily and with 
greater social acceptance express anxiety about how she will manage 
financially, than she can about her fear of living without her husband 
by her side. Because of its tangibility, money tends to receive more at- 
tention as a problem than do some of the more complex and elusive 
emotions of grief and loss. For many widows the financial situation 
forces them to make unwelcome changes. The discomfort inherent in 
these changes creates conflict. 

It is not unusual, for the widow who feels deeply deprived to react 
to financial considerations with intensification of her sense of “having 
nothing" and “being nothing.” These feelings may find expression in 
seemingly irrational spending or saving. For the widow, the money is 
sometimes the “only thing I have to hold onto.” At other times, by 
spending it either on herself or on her children, the widow compensates 
for her loss and deprivation. 

Many of the questions and concerns about money are real. The 
widow ma) find that what she has, although at first it seemed like a 
great deal, is inadequate to continue her customary standard of living. 
Where should she cut? How can she preserve what she has? How shall 
she give the children what she and her husband had always planned 
for them? 

A widow, initially, may find it hard to determine her financial reality. 
Again, radical decisions are better made only when she has clarified 
which changes are necessary and desirable. The widow, in her budget- 
ing, needs to consider not only practical and economic factors, but also 
the psychological necessities for her social living. 

When a husband dies and leaves young children, is it possible to be 
father and mother to the children? 

The only answer is, “No.” Many widows try to do the impossible 
at great cost to themselves and their children. 

Nor can the widow “live for her children alone” or “through her 
children” without damage to each of the family members. Women who 
try to do this are often misguidedly complimented for it and are looked 
upon favorably in the community. 

No matter how much she would like to, the widow cannot protect 
her children any more than she can herself from the reality of the loss 
of a significant family member. But she can give them emotional sup- 
port and continue to help them grow and develop. 
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One of the most difficult tasks for the widow with growing children 
is to achieve the balance of her own needs as a woman and her chil- 
dren's needs from their mother. A desirable balance is especially impor- 
tant for the widow, who has valid needs as a woman in her social life 
among adults. 

Recognition of this need has led to the development in the last few 
years of an organization called Parents Without Partners, 80 Fifth 
Avenue, New York City, by divorced and widowed parents seeking un- 
derstanding of their special needs as single parents, as well as social 
programs for themselves and their children. , 

Widows with young children may be told, “You are lucky to be left 
with children— at least you have something to live for.’’ There is much 
truth in this, but although children can give a widow a clear purpose 
in life and a continuity of family living, they also represent a real re- 
sponsibility to be carried alone. 

Should young children be told about their father’s deaih immediately? 

What should they be told, and who should tell them? 

While it may be difficult and painful for the mother to discuss 
the father’s death with the children, if at all possible, she should be the 
one to do this. It is a fallacy to think that giving way to her feelings 
will make it difficult for the child. Children need to know that adults 
care for each other. The mother’s expression of feelings for the father 
and his loss is normal. If the mother cannot tell the children, it could 
be done by someone close to them, who will be seeing them often 
enough to answer their questions consistently. 

Children, even if not told what has happened, knoiv that something 
is wrong. While they have a healthy resilience with which to meet 
trouble, if they do not know what has happened, their capacity for 
fantasy may lead them grossly to distort notions of what is wrong. 

Children have feelings and anxieties about their father’s death; 
usually, they do not know how to express them. Telling them in a 
simple and factual way of their father’s death will enable them to ask 
questions and to express their feelings. 

The child’s response to his father’s death and the feeling ex{^essed 
will be on his own level of maturity, which is difiEerent from that^of an 
adult. He may act in a way that seems callous— he may even s^ he’s 
glad his father is dead. This does not mean that the child does not feel 
deeply about what has happened to him. 

Many of the child’s indirect expressions and questions will be his way 
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of seeking assurance that, although his father has died, he will be 
taken care of. Young children need reassurance that they will not be 
abandoned. Their primary insecurity may be based on the fact that 
they do not know what will happen to them now that their father is 
gone. 

A widow who can help her children with their loss may thereby help 
herself. She can deal with her feelings directly, and begin to restructure 
the new family group. 

Can adolescent fhUdren share a mother's grief and understand how 
she feels? 

Although the adolescent child seems old enough to understand and 
share his mother’s feelings about his father’s death, he is still a child and 
cannot comprehend entirely. A wife’s loss of her husband is very dif- 
ferent from a child’s loss of his father. The relationship of each family 
member evokes a different emotional response to the loss. 

Although adolescents may not be able to respond directly to grief 
and loss, it does not mean that they do not feel— frequently it is the 
very intensity of their feeling and fear that inhibit their expression. 
That is why they need encouragement and emotional support to help 
them articulate some of their fears and pain. 

Grown children can share grief with their mother on an adult feeling 
level. However, the death of the father clearly underlines for the adult 
son or daughter the change in his or her role as a responsible adult. 
Grown children, although adults, may now for the first time have to as- 
sume responsibilities not only for themselves but also for the mother, on 
whom they have been dependent for so long. It would help if she tried 
to understand the changes in their situation and their consequent re- 
sponse to new responsibility. 

Is it more difficult for the older undow to adjust to the major changes 
necessary in her life when her husband dies? 

Age alone need not be a barrier for the older woman in making 
the necessary changes in her life. The older woman, though she may 
have given little attention to it, has made adaptations in her family 
role and relationships throughout her marriage and has acquired many 
skills in the process. 

Some of the unique difficulties for the older widow arise from 
limited resources for employment, if it is necessary. Others may arise 
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from conflicting values about how an older woman should plan her 
life when her husband dies. Is it acceptable for her to live alone? 
Should she live with her adult children? What resources are available 
to her for companionship and social activities? What are her financial 
limitations and will these necessitate her dependence on her children? 

Can vmrk or activity provide release of pain and solace for the undawt 

Work may have concrete and specific value for the widow. It may 
be necessary for her to work to maintain herself and her family, and 
in so doing she may rediscover that she can func5:ion adequately and 
that she still has value in her community. 

Employment or volunteer work will not, however, take the place of 
the necessary activity of dealing with pain and grief. When work is 
used to escape from these feelings, the evasion only delays solutions to 
the inherent problems and increases their complexity. 

Clarification of what she is seeking for herself through work has sig- 
nificant value for the widow. Some widows may, without awareness, 
use work as a substitute for marriage and the avoidance of return to 
normal social life. 

The widow who has not worked for years finds added problems in 
employment. She may need to assess her skills, her financial and emo- 
tional needs from work, and the . resources available to her. For the 
older widow this is extremely important so that the search for employ- 
ment does not magnify the feelings of uselessness, inadequacy, and 
rejection. 

Resources for learning about job openings, retraining possibilities, 
and evaluation of skills in popular demand are now available in many 
communities. Local offices of the State Employment Service provide, 
without fee, information on job openings in the area. In large cities, 
there is a variety of vocational guidance and job retraining services. 
Sponsorship may be in the local universities, the YW-YMCA or YW- 
YMHA. Information about such services is usually available through 
the local welfare council, churches or synagogues, the community 
chest, local high school guidance program, and some public libraries. 

If 

How have the prevailing conununity attitudes toward widows i^hanged 

in recent years? 

There has been a marked change in the general attitudes toward 
social conventions for the widow. Some of this change results from the 



Widowliood and Menul Health 


202 $ 

alteration in the woman’s role in marriage and in the world in general; 
some, from changed attitudes toward death and the expression of 
sentiment. 

Women today are more generally accepted as independent and able 
to provide for themselves. Marriage is now seen less as an economic 
arrangement for the wife than a joint emotional relationship for hus- 
band and wife. Employment reports for the last decade reveal that 
there are more married women than single women in the labor force. 

Similarly, conventions for the widow have changed. She no longer 
wears ‘'widow’s weeds” nor is identified in any other way. Social pat- 
terns no longer regulate the mourning period nor the widow’s return 
to normal social life. The widow is left to determine for herself how 
she will behave. 

Twentieth-century suspicion of emotion and sentiment has made 
taboo the expression of deep feeling. Absence of a consistent etiquette 
for dealing with it adds to the widow’s problems in her social rela- 
tionships. No period is set apart in which to integrate her situation. 
Social life, work, and other responsibilities may continue with little 
respite for dealing with the new situation. It is no longer taken for 
granted that the widow needs social protection. The general approach 
is that it is best for her to face her realities, to prevent her from cling- 
ing dependently to others, so that she “can get back to normal.” 

Are there obstacles jor widows in remarriage? 

The majority of second marriages of widows takes place between 
two and four years after the death of the first husband. 

Despite powerful and continuing interest in i?»ale companionship 
and sex, many widows do not remarry. As yet there is no clear ex- 
planation for this. 

There is some reason to believe that one factor is the idealization of 
the first mate, which becomes a blurred but stabilized image of a per- 
son. Comparisons are made between men alive and available for mar- 
riage and a fictitious standard attributed to the idealized image of the 
first husband. 

Another possible factor may be fear of further change and adaptation 
to new relationships. After the widow has invested much of herself in 
learning to live alone, she may find it difficult to anticipate the new 
adaptations to be made in marriage, which could explain why most 
remarriages occur from two to four years after the first husband’s death. 
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What resources in the community are ovaitdbte to the widow if she 

needs assistancef 

Many community services have been developed out of the recog- 
nition that when people encounter crises in their lives, it is not always 
wise for them to struggle through unassisted. We have also learned 
that it takes strength to seek help when need exists, and that such effort 
is not weakness. The use of the “right” kind of assistance at the “right” 
time can conserve our strengths and make them available for healthy 
living. Nevertheless, fear of loss of independence or of being thought 
weak and helpless may all too often deter the* widow from using 
available resources for herself and her family. 

In most communities, family service agencies, including religious 
organizations for those who belong to them, provide assistance to in- 
dividuals with family problems. They are also often a source of in- 
formation on private professional practitioners or other kinds of com- 
munity services. Similar service is available through local mental health 
clinics. These may be located through the local welfare or health coun- 
cil or the state mental health department or society. 

Financial assistance, when necessary, may be available through the 
local family agency for short periods of time, or through the local de- 
partment of welfare or public assistance. 

It is also of help to check carefully with the local Social Security dis- 
trict office as to a widow’s eligibility for Social Security benefits. 

The widow may not have to make major changes in her social rela- 
tionships. However, it usually becomes neces.sary to find new avenues of 
interest, new social experience, and leisure-time activity. The latter are 
often part of church or synagogue programs, local community centers, 
and the YW-YMCA and YW-YMHA services. The public library, 
museums, and university centers may offer a variety of courses, clubs, 
and other types of activities. 

Do aU widows need the help provided by these services to manage? 

One can no more generalize about widows than one can about 
other people. The major task for the widow is to recognize that the 
capacity to change is an inherent human resource, although ip variable 
one, and then determine the areas in her own life in whichf change is 
necessary for her to make a life for herself as a single woman hr a single 
parent. Many widows, on their own initiative, have fou^d within 
themselves capacities and strengths that have helped then! to grow 
and develop, to find avenues of creative expression through work, 
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volunteer services, social activity, or the many activities associated with 
their children’s lives. 

Is it true that the widower has an easier time than the widow in 

making adaptation to his loss? 

Although it is commonly assumed that widowers adapt themselves 
more readily to their loss than widows, there is no evidence to support 
tliis assumption. 

There are practically no data available on the widower and his adjust- 
ment to the death of^his wife. It can, however, be assumed from studies 
in bereavement that the widower has similar problems in dealing with 
his feelings of grief and loss. We do know that widowers represent a 
much smaller segment of the population than do widows, and that they 
tend to remarry much sooner. 

Why is it assumed that widowers have fewer problems than widows! 

Some reasons are: 

For the v.'oman, marriage and the home is said to take priority as a 
goal and as a way of life. For the man, it is assumed that his work or 
career is his first priority; that his family and his home come second. 

Consequently, based on these assumptions, when her marriage has 
dissolved and her home is no longer intact, the widow’s loss is a major 
and severe one. It involves a loss of a significant relationship, loss of 
purpose, status, and of position. 

Similarly, under these assumptions, the man continues his primary 
role in life unchanged when his wife dies. All he experiences is a loss 
in an intimate living relationship. 

Actually the problems the widower has will depend, as they do for 
the widow, on the kind of person he is and on his situation. Perhaps a 
most significant difference appears in the widower’s opportunity to deal 
with the grief he feels and with his emotional response to his loss. 

In our culture, it is assumed that “men must be strong and women 
may weep in the face of adversity.” It is also taken for granted that a 
man cannot afford to take too much time for grief; it is necessary for 
him to carry on the task of making a living. 

The etiquette for mourning for the widower has always been more 
flexible than that for the widow. 

Consequently, for the man who has lost his wife by death, the con- 
ventions make it difficult for him to deal with his grief, to express his 
pain and sense of loss. It is a current generalization that the male in 
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Western culture is less emotional and given to sentiment than the 
female. Whether this is a fact we do not know. We do know that this 
is the pattern set by the culture. A man in our society is expected to be 
the master of his feelings—only “sissies cry.“ 

It is also assumed that men, although the pursuers and the wooers, 
are led into marriage or even “trapped” into it by women, for whom 
the institution of marriage is so essential. So far as we know, the male’s 
need for a relationship in which he belongs, receives love, and can 
give love, is as vital and necessary for him as it is for the female. Con- 
sequently, when he has had a marriage with a w^fe who has fulfilled 
these needs, his loss, and pain in his loss, has the same depth and 
deprivation as a wife’s loss of her husband. 

When there are young or growing children, the widower, depending 
on his economic and social circumstances, like the widow, faces many 
problems in providing care for these children as a single parent. It has 
often been said that the growing child who loses his mother has greater 
deprivation than when the father dies. 

The mother is still accepted as the nurturer of the child despite the 
increased emphasis today on the father’s relationship with his children. 
This puts considerable pressure on the widower to provide in some 
way for a mothering person to care for his children. 

The widower has other pressures on him. Unlike the widow, his 
“extra” status makes him a social asset. He is usually, as a result, in 
great social demand. Some widowers resent the many social pressures 
and efforts that are made to involve them quickly in social relationships 
with “eligible” women. 

It is unfortunate that, because of the many assumptions rather loosely 
reached, the widower’s adaptation problems have had no serious study 
or consideration. The meaningful relationship with a mate, a pat- 
tern of belonging and needing to belong as part of a family group, 
seems as necessary for the man as for the woman in our kind of world. 
Otherwise, despite the pressures, widowers would not remarry so 
readily. 
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How important is an individtud*5 job in relation to his mental healtM 

In Western indCis trial ized society, a man’s job is not only a means 
of earning a living but it is also a way of establishing himself as an adult. 
Many of our surnames— Carpenter, Weaver, Taylor, etc.— are derived 
from work roles. In evolving his basic social role through his work, a 
man also has some way of judging his own adequacy, worth, and con- 
tribution as an adult. The idea of establishing oneself early in an oc- 
cupational role is so important that we give heavy emphasis to vocational 
guidance in secondary schools, and we even go so far as to ask many 
preschool children what they are going to be when they grow up. 

Speaking psychologically, hiring and firing on a job is tantamount 
to the early childhood experiences of being given or being denied love 
and affection. When a person is employed, he is told in effect that he is 
desired and that he is looked upon as worthy of working with others. 
When he is discharged, he is told he is no longer wanted. The impor- 
tance to the mental health of a person of being wanted and needed has 
long been recognized. 

In addition to the importance of a man’s job for his identity as an 
adult and for the experience of being needed, work is important to 
mental health simply because so much of one’s life is devoted to it. 
Man spends more than a third of his waking hours at his work (often 
many more) over the course of a working lifetime. His work frequently 
antedates his marriage and usually continues long after his children 
have become adults. Within this time span, a person establishes rela- 
tionships with other people, from which he derives status, prestige, 
affection, social membership, support in personal emergencies, and so 
on. He takes part in a social system. He is subject to many different 
kinds of pressures from both his colleagues and his superiors. If he is in 
a supervisory role he is also subject to certain pressures from those 
whom he supervises. 

A human being spends many years growing up. As a child and later 
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as an adolescent he is dependent on adults. He becomes interdependent 
when he grows up. That is, he is able to obtain satisfaction by depend- 
ing on others, provided that he, in turn, is able to let others depend on 
him. In a work situation, the company or those for whom he renders 
services depend on the person. He depends on his superiors for guid- 
ance, direction, job security and so on, and they in turn depend on 
him for his part of the job. 

A job is an avenue for evolving comfortable relationships with other 
people. Some people prefer to work very closely with others and can 
seek jobs which provide that closeness. Others, to Jbe comfortable, seek 
out more isolated jobs. Sometimes a man is forced into situations in 
which the distance is nut comfortable for him. This balanced distance 
from other people has a counterpart in balanced distance from other 
aspects of life. In going to work, many people are able to separate them- 
selves temporarily from personal and family problems. And when they 
return from their work, having put these problems aside for the day, 
they are more psychologically refreshed and better able to cope with 
their personal problems. This is particularly true of many women who 
go to work primarily for respite from home and family pressures. 

An important consideration is a person's relationship to the organi- 
zation in which he works. A business organization and the social struc- 
ture surrounding it have increasingly come to take the supportive place 
of the fast-disappearing small community. When ours was primarily an 
agricultural society, people depended on their neighbors for help in 
emergencies, and their roles in their communities were their avenues 
for achieving adult, identity. Now a business organization often meets 
these needs for many people, particularly for those in larger organiza- 
tions in metropolitan areas. This is particularly evident in fringe bene- 
fits, especially in post-retirement interest in and help for the retired 
employee, and in the identification of the person not alone as “Joe 
Jones” but usually as “Joe Jones, foreman at Apex Electric.” 

The importance of work to mental health is reflected in the relation- 
ship of symptoms of mental illness to various aspects of work. Arthur 
Komhauser of Wayne University reports that the fewer a man's occu- 
pational skills, the more symptoms he says he has. John R. P. Fiiench of 
the University of Michigan reports European studies indicate a greater 
incidence of ulcers among supervisors than among line people, re- 
flecting supervisors’ difficulty in having other people depend upop them. 
It is not unusual for psychiatrists and psychologists in business and in- 
dustry to find people demonstrating symptoms because they have been 
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given job responsibilities beyond those they think they are capable of 
carrying. In some business organizations, not to be promoted regularly 
is taken to be a sign of failure. By this kind of an artificial standard, 
many people judge themselves to be inadequate. 

The psychological importance of the business organization to the 
individual is seen most poignantly in the many problems of retirement. 
Most people find it difficult to retire and some go to great lengths to 
deny that they will have to retire. “The job has been my life,” many 
will say. And they experience compulsory retirement as rejection. 

There is considerable evidence that accidents, absenteeism, turnover, 
frequent visits to the medical department, and frequent requests for 
transfer are some ways to escape work situations which create too much 
tension for the individual. Apathy, withdrawal, passive resistance, and 
open conflict at work are often reflections of the employee’s feeling of 
uselessness and futility, particularly when he can use only a small pro- 
portion of his skills and abilities. 

A recent Michigan supreme court decision has held that working 
conditions c.m precipitate psychosis or severe mental illness. Prior to 
that decision, there was a long history of industrial responsibility for 
traumatic neurosis, e.g., if the person had crippling emotional reaction 
to an accident or shock, his employer could be held responsible if the 
shock or accident occurred on the job. The Michigan decision, how- 
ever, was not concerned with shock or accident but with stresses created 
by the job. 

A man's work is a major outlet for his instinctual energies, for his 
creativity. It is for these reasons that work is so important as a therapy 
in mental hospitals. Sigmund Freud said that he hoped his patients 
would be able to do two things: work and love. Work, then, is one of 
the cornerstones of mental health. 

What specific factors in the work situation help make for greater 
satisfaction? 

According to an important study, The Motivation to Work, by 
F. Herzberg, B. Mausner, and B. Snyderman, achievement, recognition, 
the work itself, responsibility, and advancement are the factors most 
closely related to increasing job satisfaction. These “satisfiers” relate 
to the actual job. Company policies and administration, supervision, 
and working conditions are the major factors which cause job dissatis- 
faction. Salary, they say, has more potency as a job dissatisfier than as a 
job satisfier. 



2030 


Winjk and Mental Health 


What factors in the worh situation lead to the best toorkin^ conditions 
and producUvityt 

In general those which recognize the employee as a responsible 
adult. In our society, when a person is twenty-one he is credited with 
having sufficient intelligence to help elect the president and the Con- 
gress and in that way to contribute to the policies of the government. 
In business and industry, however, rarely is he asked to share in a 
responsible way in decisions relating to his work. The widespread use 
of suggestion boxes indicates how little face-to-face conversation goes 
on in business organizations about the job itself. (Studies in the Har- 
wood Company and others indicate that there are significant increases 
in productivity and decreases in the expression of various forms of 
hostility when people have a responsible share in planning the work 
they arc going to do. Participation indicates also that management cares 
sufficiently about employees to listen to them and to permit them to 
express their feelings. The effectiveness of participation in decision 
making presumes that there is a satisfactory wage system. 

Studies from the Survey Research Center at the University of Michi- 
gan indicate that productivity relates significantly to the kind of leader- 
ship which people have, particularly leadership which is sensitive to 
human relations. Productivity is also related to incentive plans that 
permit the employee groups to set their own production targets and to 
be rewarded for increased productive efficiency. 

Some people, of course, are motivated primarily by money. Others 
want to fulfill certain ideals. These motives will vary among people and 
also in the extent to which they may be effective in different businesses 
and industries. One public utility, for example, after a major hurricane 
disrupted its facilities, found that there were no accidents in six weeks 
of emergency work under high pressure and dangerous conditions. 
These men were so motivated by the feeling that the community was 
depending upon them to restore service that they rendered almost 
superhuman service. 

How does an individual’s feelings about his work affect his feelings 
about Jus famUyf His hornet His futuret 

There is a frequently told story in mental hygiene lecturel about 
a man who was criticized by his boss, who in turn had an argument 
with his wife. She spanked the child, the child kicked the dog, then the 
dog chased the cat. This illustrates the displacement of feelings from a 
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situation in which they cannot be expressed to another situation in 
which they can be. One’s feelings about one’s work are frequently dis- 
placed onto the home situation. Anger and frustration on the job may 
well result in hostility or irritability at home. 

On the other hand, people who take pride in their work and whose 
occupational identity is important to them quite often extend that 
pride to include the appearance of their homes. A man will say, for 
example, that he must keep his lawn neat and his house painted because 
people identify him with his company. His pride in his company en- 
hances his pride in himself, his family, and his home. 

At the same time, the positive feelings about his work usually are 
correlated with a positive, optimistic outlook on life. A person can be 
comfortable about the future because he trusts the future. 

Some people single-mindedly devote themselves to their work and to 
their current interest, whether it be family, home, community, or 
something else. Such single-minded dedication to work often means 
that something else must be sacrificed, usually the family. 

When work experience holds no promise of further growth or achieve- 
ment, a man will invest the major part of his energies elsewhere. This 
often happens at middle age when some men recognize they will re- 
main essentially in the same relative positions for the rest of their 
working lives. If their salaries are adequate to meet their needs and 
they can earn their salaries by meeting the minimum requirements of 
the job, they will do only that which is required of them. Executives 
refer jokingly to the “male menopause’’ and complain of the loss of 
initiative on the part of their subordinates. A subsequent greater in- 
vestment in home and family will often be to the advantage of both 
the man and his family, provided the man does not go to work with a 
feeling of inadequacy or of failure. 

The reverse situation is usually more evident because a person is 
observed more widely in his work than he is at home. It is commonly 
accepted that personal and family difficulties have such serious effects 
on work that some companies have provided psychiatric and counseling 
facilities, as well as special programs for such problems as alcoholism. 

What are the methods used to determine the job for which an indi’ 
vidual is best suited? 

For unskilled or semiskilled jobs where large numbers of people 
are to be employed, objective psychological tests are widely used to 
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complement individual interviews. As the job increases in complexity 
and as criteria for job success are more difficult to define, objective 
psychological tests become less useful. For executive positions, individ- 
ual personality tests whose interpretation depends upon the skill of 
the clinical psychologist are now being more widely used in business 
and industry. 

The best predictor of future job success is a man’s previous experi- 
ence. A detailed description of a man's work experience, when com- 
pared with a comprehensive description of the job to be done, is a 
good starting point for making predictions. Whcyi quite an increase 
in responsibility is involved, particularly at executive levels, it is im- 
portant to have a comprehensive evaluation of the man’s personality. 
This should include an estimate of the person’s skills and capacities, 
including his intelligence; a description of his personality makeup and 
the degree to which it relates to the requirements of the job; an esti- 
mate of his level of aspiration and how intensively he wants to pursue 
it through company and professional hierarchies. 

Are executives more susceptible to ulcers than employees? If so, why? 

There is a popular fallacy that all people who work under con- 
siderable tension have a greater tendency to have ulcers than do others. 
Ulcers apparently result from a particular kind of stress: difficulty in 
accepting one’s own needs to be dependent upon other people. This 
kind of stress can be increased for some people when they are made 
responsible for the work of others. They apparently have enough dif- 
ficulty maintaining their own independence as it is without having 
the responsibility of supervising others. Such stress may result when 
one assumes the responsibilities of marriage or parenthood as well 
as when assuming supervision and leadership. Ulcers are not primarily 
a work disorder. Whether they do in fact occur more frequently among 
executives than among employees is still an open question. There is 
some evidence to indicate that they do, as noted in response to the 
first question. The evidence is still fragmentary and some of it con- 
tradictory. 

Men who are trying to demonstrate their independence are likely to 
seek executive positions, and it seems logical that executives, therefore, 
should have greater susceptibility; Men have ulcers three times more 
frequently than women, perhaps a reflection of the fact that men carry 
the responsibility for families in our society more frequently than do 
women. 
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What are the most' frequent problems encountered in the employer- 
employee relationshipf 

There are several ways of looking at “most frequent” problems. 
From the writer’s point of view there are three general problems which 
are the same for small and large companies. 

The first is the difference in perception between the expectations of 
the employee and those of the company. The writer’s own experience 
indicates that the company is little aware of the expectations with which 
people come to it and assumes that people merely want a job. Studies 
indicate that there«is often considerable disparity between what a man 
thinks he is to do on his job and what his superiors expect him to do. 
These great differences in perceptions and expectations result in built- 
in conflict and frustration. 

A second major problem is the implicit assumption on the part of 
management, and usually on the part of union leadership as well, that 
man is a rational and machinelike animal, motivated solely by money. 
Despite considerable research and much lip service to the idea that man 
does not li-e by bread alone, most incentive programs and efforts to 
motivate people in the plant are based on individual monetary rewards. 
Furthermore, most businesses are organized in such a way as to ensure 
a maximum of control over the individual on the assumption that he 
cannot be otherwise motivated or guided. As Douglas McGregor of 
the Massachusetts Institute of Technology pointed out, these concepts 
of management are psychologically obsolete and result in irresponsi- 
bility, apathy, and hostility. 

A further important problem, and one that is gaining in importance, 
is the feeling expressed in the phrase, “I don’t know where I stand.” 
This usually does not mean the person does not know how his superiors 
judge his work, but rather that personal contact with superiors is so 
limited that he feels nobody really cares about him. The fact that a 
man is useful to his organization for only very limited skills does not 
make him feel useful as an individual human being. While no organi- 
zation can use all the skills and talents available to it, very few people 
use more than a small fraction of their capacities in their work. Further- 
more, many people live uncomfortably with the knowledge that they 
can readily be replaced by machines. 

Whm effect has the influx of women into executive positions had on 
industry? What are the attitudes of men in higher positions toward 
these women} 

There has been no influx of women into executive positions in 
business and industry. The influx has been at lower level positions. 
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Male executives simply do not think o£ women as executives. The 
higher levels of business and industry are essentially a man’s world. 
However, there seems to be a tendency in government and in the south- 
western part of the United States for women to advance more readily 
to executive positions. 

Male subordinates respond better to women superiors than do female 
subordinates. In general, women would rather have men as supervisors. 
Women complain that women supervisors tend to act more like men 
when they become supervisors. Such a denial of one’s sexual role makes 
it difficult for both men and women to relate to th^ woman executive. 
As a rule, women have been closer than men to their own mothers in 
the course of growing up and have been more subject to control and 
direction from them as well as having experienced some degree of 
rivalry with them for the father’s affection. The woman supervisor or 
executive may be seen in many unconscious ways like a mother. As a 
rule, boys are less controlled by their mothers and more by their 
fathers. They are rivals with the father for the mother’s attention. Men 
are less likely to be antagonistic to a woman supervisor unless the 
nature of the job is such that to have a woman supervisor means that 
the occupational role is no longer a masculine one. 

Some women who seek executive positions are frustrated with their 
role as women and would prefer to be men. They tend to carry chips 
on their shoulders as if they were daring the male w^orld to do some- 
thing which they could not do or do it better than they can. In 
trying to “out male” the men, they succeed in alienating everyone 
around them and depriving themselves of the very opportunity they 
are trying to obtain, thus creating hostile environments for themselves. 
Some women want to be treated like women, but at the same time they 
want the privileges of men. They resent being treated by men as equals. 
Some women, indeed, have all the responsibilities of men in similar 
positions but get neither the recognition for carrying such responsi- 
bilities nor the authority to carry them efficiently. The experience of a 
woman executive will vary widely in the manner with which she com- 
ports herself, the skills and experience which she brings to her job, 
and with the meaning of that particular work to the people who do it. 
If she has difficulty with her feminine role, then the difficulty Is likely 
to carry over into the job situation. If she can accept herself fully as a 
woman, then she seems to have less difficulty. 

In several companies women without formal administrative titles 
act as counselors or “mothers” in the organization. Despite the fact 
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that these women are in stafiE positions, they are held in high esteem by 
the people at all levels and perform an invaluable psychological func- 
tion for people who turn to them for help with a wide variety of 
management and personal problems. 

Are toomen given equality on jobs? If not, what problems might this 

createT 

By and large, women do not have equality on jobs either in pay 
or authority. In part, the reasons are historic. Until recent years, women 
were thought not lo have the same skills as men and they were usually 
less well educated. In addition, women were unable to commit them- 
selves as fully to their work as men because often they had home obli- 
gations. Most women still have to take time from work to have and 
rear their children. As a result they tend to have less experience than 
men of the same age. Some of the psychological reasons for the differ- 
ence were discussed in the answer to the previous question. Often, 
however, there is no good reason. 

For some, these experiences are galling, resulting in chronic re- 
sentment. Others recognize their limitations because of the increased 
demands from growing families. Even women physicians and others 
in professional circles have the same problems. For certain periods in 
their careers they must give up or limit their professional activities in 
the interest of their families. Unless the woman feels she is being 
treated unfairly, or is unable to fulfill her potentialities, and thus has 
a continuing feeling of inadequacy, there are not likely to be mental 
health complications. However, since no one fulfills himself completely 
in his job and each must establish a range of sources of gratification, 
there are many possible ways of developing compensations. 

How has the concern of corporation management for the personal 

lives of its executives affected the executive? His family? His friends? 

His community? 

Some people resent the company interest in their personal lives, 
which they regard as unwarranted intrusion into their privacy. Others 
recognize that in high executive positions it is difficult to separate 
personal life from business life. In many instances, for all practical 
purposes, husbands and wives are tiiiployed as a team. Wives are ex- 
pected to play social roles in their communities in helping with their 
husbands' positions. They are expected to entertain customers’ or 
clients’ wives, and so on. This, however, is an old story among execu- 
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fives and professional groups, particularly among ministers, most of 
whom are employed as husband-and-wife teams. It is, therefore, in- 
evitable that corporations should be concerned about the personal 
lives of their executives. 

One major area of concern has been selection and evaluation, par- 
ticularly for overseas posts. The cost of executive failure overseas is so 
high and so frequently due to the inability of the executive’s wife to 
adjust to the new culture that corporations and the government have 
undertaken to evaluate both husband and wife. Such an evaluation is, 
in fact, in the interest of both employer and employee. The man him- 
self does not want to fail, nor does he want to create inordinate stress 
for his family. When husbands and wives are apprised of the situa- 
tions they are going to face and helped to confront their psychological 
problems in the context of these situations, they usually are grateful 
for the help that is given them, even when that help results in a 
decision not to take the assignment. 

Corporate concern with the personal lives of executives is destructive 
if it is paternalistic, i.e., if the corporation treats its executive and his 
family as if they were children. This generates resentment. In many 
cases, however, such concern is an honest and genuine effort to help 
the executive and his family, particularly with the stresses and de- 
mands of the executive’s work. Many programs for dealing with alco- 
holism, retirement, moving the family from place to place, and over- 
seas tusignments are good examples. 

In some cases, the corporation is not concerned enough with the 
problems of personal life, and particularly with the corporation's im- 
pact on personal life, as a result of which the executive often spends 
far too much of his time away from his family. The company often 
demands that the executive not only devote extended hours to the 
company’s business but also that he undertake considerable com- 
munity participation. Many wives and children are chronically angry, 
sometimes not consciously, at being deserted in this way, although 
communities have often benefited. 

What place does the psychiatrist have in industry? How many com- 
ponies employ psychiatrist^ or mental health personnel? 

According to the Committee on Psychiatry in Industry df The 
Group for the Advancement of Psychiatry, the psychiatrist in industry 
should diagnose and prescribe emergency treatment for mental illness. 
He should educate labor and management and professional colleagues 
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about the principles of mental health, particularly as they apply to the 
work situation. Finally, he should consult with management about 
policies and practices which affect mental health. No one kind of in- 
dustry needs mental health personnel more than another, but psy- 
chiatrists in industry are found more frequently in those companies 
with comprehensive medical departments. There the psychiatrist is 
one of the number of specialists required to have a well-rounded de- 
partment. 

It is hard to say what has been accomplished in industries employ- 
ing psychiatrists. Many industries have come to appreciate the value of 
recognizing emotional problems on the job. The high cost of such 
symptoms as accidents, absenteeism, alcoholism, make it imperative 
that something be done about emotional problems. Perhaps a half 
dozen companies employ psychiatrists as formal members of the pay- 
roll. The Committee on Industrial Psychiatry of the American Psy- 
chiatric As.sociation reports from a survey that some 200 psychiatrists 
give partial time to business and industry. Most of this is the examina- 
tion of people who are referred for diagnosis or treatment. Similarly, 
in other countries, only a few psychiatrists are concerned with in- 
dustrial problems. 

There is only one formal (Cornell University) training program in 
which psychiatrists may prepare themselves for work in industry. 
This program, limited to two or three men in any one year, provides 
a psychiatrist with additional training in personnel work, sociology 
and psychology, management and labor problems, and so on. 

There is no way of knowing how many physicians, psychologists, 
social workers, and professional personnel, other than psychiatrists, 
are doing mental health work in industry. Although many psycholo- 
gists work in industry, only a handful of these are concerned with 
mental health. There are a number of management consulting firms 
made up of clinical psychologists who spend much of their time in 
executive counseling. A few social workers are employed in industry 
as counselors. Many others who have no formal training are doing 
personnel counseling. 

What qualities are most often prescribed for a good executivef 

Despite many studies, there lo no common agreement on the 
qualities of leadership. What makes a good leader seems to vary with 
the kind of group to be led, the task of the group, and the conditions 
under which it operates. From the writer’s point of view, a good execu- 
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live is a guide, a director, a counselor, and a protector. He must be able 
to permit his subordinates to be dependent on him but at the same 
time to depend on them. He must give them consistent support and 
respect to foster psychological growth and the assumption of adult re- 
sponsibilities. He must also keep a constant focus on the task to be done 
and create a structure within which people can do it. Psychologically, 
a good leader is much like a good father. 

What has brought about the need for numerous company benefits? 

The corporation has come to have considerable economic, social, 
and political powers. What it does has great impact on the lives of 
people. Whenever a society permits a person or institution to acquire 
power over people, those subordinate to that power expect it to be 
used in their interest. When the power has to do with financial security, 
then the institution is expected to provide that security. Furthermore, 
when people have contributed to production they naturally want a fair 
share of the rewards. 

Management has fostered these expectations by trying to promote 
the identification of the employee with the organization. Many organi- 
zations have encouraged employees to remain with them for long 
periods of time, by accepting the seniority principle and by emphasiz- 
ing the principle of promotion from within. These circumstances have 
made employees and executives feel that they have an important share 
in a business organization and it must therefore serve their needs for 
job security. 

Since many college students seem to prefer employment in large 
companies rather than in small ones or even to be^nning their own 
new ventures, what are the reasons for this? 

Contrary to common belief, comparatively few people have 
achieved great success in their own businesses. Most manage to struggle 
along and many, of course, have failed. Not only has it become in- 
creasingly difficult because of the capital required for people to start 
their own businesses, but large companies, in college recruiting, attract 
men by the promise of great opportunities— greater than they might 
achieve for tliemselves— and of job security. The post-World War II 
decline of small business and the increase of mergers have made it ap- 
parent to everyone that small business must face an ever more difficult 
future. While these trends have been deplored in many circles, there is 
no clear-cut evidence that people have been affected neg^atively or that 
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productivity or creativity, or even the national interest, have been ad- 
versely affected. 

Only a few people in any age have been truly creative, and only a 
relative few have attained financial independence. Despite its social 
problems, our society has had no dearth of respected scientific theories, 
inventions and discoveries, good literature, etc. It has reached increas- 
ingly higher levels of productivity, and provided the highest standard 
of living ever known. 

What, today, ^are the conditions of employment desired most by 

people looking far jobs? Are these different from twenty years agol 

If so, why? 

Job security was the single most important consideration for most 
people who were looking for jobs twenty years ago, and it still remains 
so. The feeling of helplessness without job security produces anxiety 
and this, in turn, precipitates various symptoms. To be without a job, 
for most people, is to feel helpless. Once job security has been obtained, 
other thine:s take on importance as motivators, as Abraham Maslow of 
Brandeis Lniversity has demonstrated with his conception of the hier- 
archy of needs. These other considerations— status, prestige, considera- 
tion by management, and opportunities for advancement— will vary 
from industry to industry and according to the experience and educa- 
tional level of the people who are involved. 

Judgments about the most desired conditions of employment should 
always be tempered. It is a psychological commonplace that people will 
displace their feelings onto other subjects when they are either un- 
aware of or cannot express their feelings about specific conditions which 
dissatisfy them. This circumstance is rarely tak'^n into consideration 
in studies of work satisfaction. Furthermore, we are always dealing with 
the interrelationships of a complex of factors, and these must be under- 
stood as they operate together. 

How has automation affected mental healthi 

Automation has made it possible for many people to acquire semi- 
skilled and skilled jobs who otherwise would have had unskilled jobs, 
and it has lifted much of the burden of menial chores from human 
beings. In the sense that it has enabled people to use more of their 
capacities, it has contributed to mental health. 

The introduction of automation, however, has had some deleterious 
effects in that some people have not been adequately prepared for the 
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change to automation, and others have lost occupational status as new 
methods have made old skills obsolete. These people have suffered 
psychological loss. They have found it difficult to adapt, to learn new 
skills, and to assume new resf>onsibilities. In some organizations the net- 
work of social relationships which had been established was disrupted 
by the introduction of automation. 

What might he the effect of more automation on mental health in the 
futuret 

Automation will require higher levels of education and thus bring 
an increased interest in, and appreciation of, a wider variety of experi- 
ences. Given freedom from oppressive mechanical chores and greater 
intellectual resources, this will hopefully make it possible for people to 
have more time to give to their families and to spontaneous creativity 
in their leisure time. It should also increase the opportunities for peo- 
ple to use their ideas and imagination rather than their muscles in 
their work. If automation can be introduced in ways which make it 
possible for people to adapt to it successfully, then it need not, in the 
writer’s judgment, be a threat to mental health. 

How have new industries or relocation of industries affected the 
mental health of the individual? 

During the depression of the 1930’s there were a number of studies 
on the impact of unemployment on people. These indicated that the 
morale of the unemployed was closely related to the amount of time 
they were unemployed. They tended to lose respect for themselves and 
even took on women’s jobs in the home in order to have something to 
do. Today in those communities where there are women’s jobs avail- 
able but few jobs for men, there are frequent reports about men’s loss 
of influence as authority figures in the family and, in turn, loss of 
respect for themselves. 

Even the threat of the loss of a job produces fear and shock which 
spreads through all aspects of a man’s life, changing his outlook. It is an 
accepted psychological fact that as levels of success decline, levels of 
aspiration tend to decline as well, and thus people can lose much of 
their motivation to achieve. 

Having exhausted the resources available to them, many do not know 
what other ways to turn. If they are unable to leave the areas in. which 
they live because their skills have limited usefulness and they do not 
know how else they might be usefully employed, or if they do not know 
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where to go to make themselves useful, or if they do not have the money 
to move, people tend to become demoralized and to cling to relief rolls. 
Younger and better educated people with fewer family responsibilities, 
of course, have more flexibility for movement than do others. 

Has the assembly line technique created emotional problems for cer- 
tmn employees? On what does this depend? What can be done for the 
individual thus affected} 

Much has been written about the depersonalizing effects of the 
assembly line, of requiring people to work at a mechanical rhythm 
rather than a natural rhythm, of loss of any sense of creativity, etc. Un- 
doubtedly many people feel themselves to be constricted and oppressed 
by the assembly line process. Some others feel, however, that the as- 
sembly line permits them to operate in a mechanical fashion without 
making many demands upon them and that they are then free to in- 
dulge in reverie or to make their jobs secondary to the social relation- 
ships and extra-work activities. Some companies have tried to counteract 
the negative effects of the assembly line by introducing job enlargement 
programs in which, instead of doing one small part of a task, a person 
assembles a complete unit. Whether the assembly line creates problems 
depends on the intelligence and personality of the individual. It de- 
pends also on the broader work context and the psychological support 
which can be drawn from it in terms of the satisfactions described in 
response to our first four questions. If a person suffers an emotional dis- 
turbance precipitated by any kind of job pressure, he will probably re- 
quire examination. It can then be determined if he should be assigned 
to another job or if he will require treatment. 

Has the large corporation been responsible for creating the conform^ 
ing man? Are there specific problems which have grown out of the 
large corporation regarding an individuals concept of himselfl 

In various ways, from time immemorial, man has been conform- 
ing to the demands of his fellows in order to survive among them. To 
some extent he must conform to remain in any community or work 
situation. The corporation has not created the conforming man. It may 
have helped to increase his numbers. Juit as it is true that certain kinds 
of people are attracted to certain communities, so people are attracted 
to given companies. For example, people who value job security above 
rapid promotion will tend to choose banks or public utilities, and these 
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institutions, in turn, because they deal in public services, will seek to 
employ people who can get along well with the public. Thus, in a 
vague, general way, businesses tend to develop corporate personality 
types. 

In any hierarchical structure, people move up because they gain the 
approval of their superiors. They are then less likely to offend their 
superiors and to that extent they conform to superiors’ wishes and ex- 
pectations. Many people are quite comfortable with such arrangements 
because the controls imposed by the organization enhance their personal 
controls, because the structure of the organization makes their occupa- 
tional paths evident to them, and because in many ways the organization 
meets their psychological needs. In some cases they risk loss of their 
own purposes and goals for those of their superiors, and subsequent 
discontent with themselves. Many people who wish to do so cannot 
leave large corporations because they would lose their vested rights in 
pension and other benefit funds. These people often remain, frequently 
angry and apathetic. A number of recent novels about the business 
world have been written by men who left it in anger and then attacked 
it, primarily because the individual felt that he demeaned himself when 
he conformed to the demands and expectations of the business world 
which were foreign to his own desires. Some argue that the large 
corporations have been responsible for fostering the dependency of the 
person rather than enhancing independence. Chris Argyris of Yale, for 
example, thinks that ways have to be found for undoing dependency, 
while Robert McMurry believes that most people in corporate hier- 
archies are dependent people and that they should simply be accepted 
as such. 

How have unions affected the mental hetdth of the employee? The 

employer? 

Marc Karson has argued that the unions have contributed to the 
mental health of the employees by giving them constructive outlets for 
their hostilities. Furthermore, by caring about the employee and for 
him, particularly during periods when management apparently does 
not, the union gives the'^employee a sense of power, importance, and 
status. By its concern for his job security, the elimination of occupa- 
tional hazards, and the retention of job rights, the union gives the 
employee considerable ease of mind. Unions have often contributed to 
the mental health of their employees (and to that of executives) by 
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making it possible for problems to be brought out in the open and re- 
solved at the bargaining table to the benefit of both parties rather than 
result in chronic hostility, passive resistance, and outright destruction. 
Some unions have provided hospital and outpatient care for their mem- 
bers, including psychiatric treatment. 

What is toork therapy? How successful has it been in treating emotkmr 
ally disturbed individuals? 

Work therapy is the assignment by a therapist of a mental patient 
to a job in keeping with his psychological needs for the purpose of 
hastening his recovery. There are no statistics on its usefulness. Since 
any kind of work a patient does is called work therapy by some hospitals, 
any statistics would be useless. Experience has shown, however, that 
when people are able to work they recover from mental illness more 
quickly. Furthermore, they more readily regain their self-respect and 
the feeling of being useful members of society. 

Does an individual have a basic need to work or is this a product of 
his culture? 

Work is a cultural by-product. Every person needs to have ways in 
which to discharge his instinctual energies, particularly aggressive 
energy, but this need not necessarily be in the form of work. 

Is an individual’s job an indication of his personality and xmlues? 

Generally speaking, yes. As long as people seek to fulfill themselves 
in their work, as long as they use their work as a major way of establish- 
ing comfortable relationships %vith others and to evolve their own 
identities, where, how, with whom, and under what conditions a person 
works tells much about his personality and his values. 

Can a job change an individual’s personality and values? Can genera/- 
izatums be made about the “Madison Avenue” type in the advertising 
business, the “Eccentric Egghead” in the education field, etc.? 

A job will not change an individual’s basic personality structure. 
It may suppress or elicit some aspects of his personality. He will retain 
those values about which he feels most strongly. He may change those 
values which are not strongly held, simply because of the demands of 
the social role. He may assume others superficially if they are not basi- 
cally his, but this usually produces conflict. Many people behave as they 
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think they are expected to, despite their feelings of guilt and un* 
easiness. 

Generalizations can be made about types in the way in which the 
writer has made them in response to the question on unions. People 
choose organizations and certain kinds of work, and organizations 
choose people who fit their needs. General types, with many exceptions 
which can cover a wide range of personalities, can be identified. 

Is an employer a symbolic father to his employees? If so, how does this 
determine an individual's attitude toward his, fob, his productivity, 
etc,? 

We all develop attitudes in the course of growing up toward ways 
of coping with, and expectations of, people who have power over us, 
particularly toward fathers because they are usually the more powerful 
parents. As a result, employees have many expectations of the boss 
which, psychologically, are much like the expectations a child has of his 
father. Many studies on what makes a good boss confirm the fact that 
there are generalized expectations about the behavior of the boss that 
are part of our culture. If the boss does not fulfill these expectations, the 
subordinates feel they cannot depend upon him. Productivity, conflict, 
and the appearance of psychological symptoms in individuals and groups 
are closely linked with the behavior of the boss. Often the behavior of 
a boss is a reflection of the behavior of his own boss toward him. For 
that reason it is important that human relations efforts begin with the 
heads of businesses. 

Does an orgtmization whose management holds itself aloof from 
employees have better productivity and morale than one that stresses 
familiarity between management and employees? 

The question is not one of aloofness or familiarity but rather one 
of balanced distance. There are times when the individual employee 
will need help and support from the organization and, at those times, 
management can be closer. At other times, when a man is doing his 
work and prefers to do it himself, management or supervision more 
wisely remains somewhat aloof. Many factors govern how close or how 
distant management should be from employees. In general, the em- 
ployee needs to feel he has some degree of freedom to his job 
(privacy), some affection from .superiors and colleagues, and both or- 
ganizational and personal control over what he does. Extremes of any 
of these fectors make it difficult to maintain a balanced distance. 
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Based on current research, what might be predicted about the problem 
of work in relation to menUd health? 

There is a growing number of studies on work and mental health. 
We can expect to see a heavy emphasis on finding out how the organiza- 
tion and operation of a business affect mental health. Any important 
efforts among adults to prevent mental illness or to foster mental health 
will necessarily include the workplace. Mental health will become as 
important a consideration and responsibility to business as is physical 
health. 

Are there special problems of mental health for persons working for 
federal or local government? For professionals and for independent 
workers? 

Evidence about the special mental health problems of govern- 
ment workers and independent workers is limited and scattered. In the 
writer’s contact with government workers, six general problem areas 
have been mentioned most frequently. First, those people in govern- 
ment who vre involved in the planning and execution of programs fre- 
quently report frustration because of the multiple political and adminis- 
trative forces which impede and delay action. Some become cynical, 
others lose their optimism and initiative. Second, many are impatient 
with political considerations which often take precedence over scientific 
or humanitarian concerns. This problem is further complicated when 
they feel compelled to take certain actions for political reasons which 
they feel are not in the public interest. They must deal with their own 
anger with vested political interests and with their guilt when they have 
been guided by political expediency rather than by what they feel to 
be right. Third, they must live with constant generalized attack in the 
form of public expressions that there are too many people on govern- 
ment payrolls, that government employees are incompetents who could 
not succeed in the business world, etc. Such attacks lead some to feel 
that the public does not appreciate their efforts and others to defend 
their own self-images. As a result, many are afraid to display initiative, 
and others devote a considerable amount of their time, as do people 
in business and industry, justifying every step they take. Fourth, be- 
cause of the realities of political life, career government employees are 
often subject to political administratois who remain for only short- 
time periods and often know little about the work the career people are 
doing. Such temporary and "know nothing” administration makes it 
difficult to obtain consistent support for necessary programs and often 
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results in the destruction of such programs because of arbitrary decisions 
based on inadequate understanding. Fifth, the Civil Service structure 
makes it extremely difficult to supervise and deal with problem people. 
The rating system often requires supervisors to justify their ratings 
legalistically, and the process of appeal available to the employee is so 
complicated and time-consuming that supervisors frequently prefer to 
tolerate people who perform inadequately rather than to take action. 
Thus, many people must live with constant irritation in the job situa> 
tion. Finally, as in all large organizations, there is such circumscription 
of functions that many people can do in their work only a small fraction 
of what they are capable of doing. 

On the other hand, there is the satisfaction of contributing to the 
public good, the feeling of being dedicated to public service, the grati- 
fication of needs to be dependent in the protected structure of govern- 
ment, and often, despite political and administrative complications, 
programs are evolved that are significant contributions to public wel- 
fare. 

With respect to independent workers, the problems seem to vary 
widely, depending on the kind of work. Professional intellectual peo- 
ple frequently speak of their loneliness in their work. While they have 
freedom to do their work in their own ways, they are all too often aware 
of their own limitations and their inadequate opportunities to discuss 
professional problems with colleagues. To a certain extent the same 
thing is true of the small businessman who, in addition to operating by 
himself, must often compete with large organizations that can draw 
upon multiple resources. Peo'ple who work by themselves must usually 
live with greater awareness of their own inadequacies because they 
cannot so readily project their failures and mistakes onto an organiza- 
tion. 

For independent, creative people, self-discipline seems to be a major 
problem. They seem to feel more keenly the pressures of their own 
consciences. They must compel themselves to work consistently because 
no one else will do so. They cannot .so readily feel needed as do people 
in organizations on whom demands are made for production or services. 

Teachers, ministers, and others who cannot measure the immediate 
results of their work are often plagued by doubts about th6 usefulness 
of their efforts. The inability to see the end product of ; their work 
makes it difficult for them to have adequate feedback on ho|v well they 
are doing and to measure their contribution to society. In contrast to 
most other people, they must be able to tolerate vague, long-range, 
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idealistic goals. At the same time, they are called upon to assume mul- 
tiple social roles ivhlch are often conflicting. A minister, for example, 
is expected to be a good preacher, a good administrator, a good social- 
izer, a father confessor, and a scholar. 

If a person’s response to these pressures is anger or a feeling of futility, 
the result is chronic discontent, resignation, or withdrawal. Such be- 
havior represents a crippling constriction. The opposite extreme— the 
attempt to be all things to all men— is equally self-defeating. While 
these pressures cannot be altogether avoided, some steps may be help- 
ful in coping with th^m. 

An important first step for anyone who is self-employed is to develop 
ways of being regularly in touch with people who have similar interests. 
Sigmund Freud, who worked for so many years alone and in a hostile 
atmosphere, carried on extensive correspondence with others who were 
interested in what he was doing. Small businessmen who feel helpless 
in the face of massive chain organization competition can combine 
Jointly to employ consultation and specialized advice. 

Those who want to work by themselves, particularly in creative func- 
tions, may find it helpful to set and keep work schedules. Subjecting 
oneself to such a schedule not only ensures that a certain amount of 
work is done regularly, but also relieves some of the guilt feelings one 
has when one is not applying oneself to a task that is important to the 
individual. 

Those who must deal with intangibles would do well to establish 
more immediate interim goals that are recognizable steps on the road 
toward the distant goal. They should also recognize that they cannot 
see day-to-day progress toward these goals and thai they can measure 
their progress only by looking back to see what changes have occurred. 

No problem is insurmountable. No competitor is omnipotent, and 
no person is himself all-powerful. The person who works indepen- 
dently must define for himself those things he does well and focus his 
efforts on them. The independent businessman can do some things that 
the less flexible larger organization cannot do. He then can compete 
best on his own ground. The minister may be a better preacher than a 
counselor. He may take pride in his preaching, but he need not apolo- 
gize for his counseling. Such realistic perspectives help assuage guilt 
feelings and that loss of self-respect winch is in the end self-defeat. A 
basic tenet of mental health is realistic appraisal of oneself. 

Whether working in a governmental structure is better than work- 
ing alone or whether working alone is better than working in a business 
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organization, from the point of view of mental health, depends on the 
personality of the individual involved. Some people have the patience 
to cope with the complexity of government; some do not have the self- 
confidence and the self-discipline to work by themselves. What is one 
man’s stress is another man’s pleasure. Any work environment is healthy 
to the degree to which it makes it possible for people to use their 
energies for productive and creative purposes rather than in defensive 
maneuvers and interpersonal frictions. 



WORLD MENTAL HEALTH 
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Interdependence 

Today every m^n and woman who reads and thinks about the 
present and future of world society may well feel that “the world is 
my parish.” Newspapers and television keep us alerted to this. The 
development of the United Nations, the amazing overseas generosity 
of the United States as well as of other nations, are but two indications 
of the interdependence of the whole world. Whether we look at this 
from an economic, social, medical, or political point of view, there is no 
doubt that the times in which we live challenge us to understand and 
help with the problems of our neighbor countries throughout the 
world. Wherever we may live, the probability is that there is no coun- 
try in the world farther than thirty hours from our own airport; by 
telephone we can speak to persons in any country in a few minutes. 

The rapidity of communication, the welcome and growing knowl- 
edge of other cultures and problems, the sense of responsibility for 
improving the quality of living in other countries as in our own, lie 
behind all these remarkable activities of the postwar years. The United 
Nations, with more than a hundred sovereign states in its membership, 
despite its frustrations, can and does do a great deal that is beneficial. 

It is well to remember that although the United States regards 
mental illness as one of its greatest problems, there are other countries 
that have, and talk about, the same problem. Everywhere, mental ill- 
ness is regarded with increasing concern and in many countries is 
recognized as the biggest and most important unsolved problem of 
medicine and sociology. 

In considering mental health throughout the world, we can learn 
from the least privileged of our neighbor countries, and they can learn 
from us. The problems of our families, hometowns, and our nation 
come into better proportion when, from time to time, we raise our 
sights and see what is happening in other parts of the globe. There is 
truly an interdependence with which we should be concerned. 
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World Psychiatric Illness 

No country in the world has as yet any reliable statistics from 
which we can give a scientific assessment of the increase in mental 
illness and emotional instability. As a result, there are great difficulties 
in coming to the p>oint where we can make comparisons between the 
actual incidence of illness in different areas and in different levels of 
society throughout the world. There is, however, a great deal of evi- 
dence to suggest that the incidence of mental illness (psychosis) is much 
the same in every country. Those who suffer from certain types of 
mental illness may, of course, have symptoms that are related to the 
culture of the country, but fundamentally the numbers of those likely 
to develop schizophrenia, for example, do not seem to vary greatly in 
any given population group. 

We are constantly told of an increase in the amount of anxiety and 
neurosis throughout the world, both in the highly organized countries 
and in the developing countries where there is a great dearth of trained 
personnel to deal with these matters. Why should this be? It is under- 
standable that in the changing culture patterns of any country, psy- 
chotic conditions may appear to be occurring more frequently, but 
the probability is that they are merely being recognized more often. 
Previously, persons who had such conditions could be kept hidden 
away in the large family or tribal groups. 

The commonest cause of pathological anxiety (as opposed to normal 
anxiety, which we all have, and should have, at times) is the fear of 
failure. As we look at the development going on all over the world, 
it is fairly clear that this fear must be stimulated by the changes that 
ensue from that development. We must remember that more than half 
the total population of the world has always been hungry, and still is. 
The hungry used to think of this situation as a fact of life, the will 
of the gods; but with modem communications it has become clear to 
people that their lack of food is not due to a divine plan, but an eco- 
nomic and planning failure, and therefore can be remedied. This has 
been a factor behind the great movement toward nationalism. In con- 
sequence, the entirely laudable struggle to raise the standards of living 
has begun, and help is being given by the United Nations,! the United 
States, and other nations and organizations. 

Better communications, new industries, and mechanized agriculture 
seem to bring with them stresses that lead to anxiety. Peofde ask them- 
selves: "Shall I get a job?" and "Shall I be able to keep this job?" Both 
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questions are pertinent in view o£ the fact that there is often an almost 
unlimited labor market. 

Although the husband is bringing in money, his wife, too, may go 
out to work to supplement his earnings and thereby help to supply the 
urgent needs of her family. In townships in South Africa, for example, 
we are told that in many families the mother and father are working 
away from home for twelve hours; meanwhile the house is locked for 
fear of burglary. The children are at school for, say, four hours, and 
must spend the rest of the day in the streets until the parents return. 

Social Dislocation 

One consequence of social dislocation is that the joint or extended 
family system, which has existed for some time in Asia, Africa, and 
Latin America, is beginning to break down, and the security that this 
large group of relatives, or the tribe, used to provide, is no longer 
available. 

Furthermore, in many areas of the world there is added strain in 
moving from an economy based on barter to one based on money, and 
this, too, may produce anxiety. What we call “keeping up with the 
Joneses” tends to become a factor in all developing countries. 

Learning from Overseas 

We who live in industrialized countries can learn from situations 
that arise in less developed countries. It is interesting that Kwame 
Nkrumah of Ghana four years ago asked the United Nations for the 
loan of an anthropologist to spend six or more months in the bush area 
of this African country, to tell him what would happen to the social 
health of the people if, on the completion of the big Volta River Dam, 
electricity were supplied to the area. Here was foresight that is worth 
noting, for even countries with more “know-how” do not always study 
the social and economic effects before undertaking great alterations. 

There are, of course, multiple causes for all illness, and these may 
be inherited, psychological, sociological, or environmental. In any coun- 
try, all these points have to be taken into account. 

What are we to advise the mental health workers and the statesmen 
and planners of the less privileged countries to do about this rising 
tide of stress and anxiety, which inevitably must lead at times to social 
and industrial unrest? Some of these countries have practically no 
physicians, and many of them have no psychiatrists. There are only four 
or five trained African psychiatrists in the whole of Central Africa. 
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Everywhere there is a shortage. Until 1960, Nigeria, with a population 
of 34 million, had only one trained psychiatrist. The same situation ex- 
isted in the Sudan, which has about 20 million people. The only country 
that seems to have an abundance of psychiatrists is the Soviet Union, 
where the problems are very similar. It is said that in Soviet mental 
hospitals, apart from the area and outpatient services, there is one 
trained psychiatrist to every twenty-nine patients. 

There are good and bad mental hospitals in every part of the world. 
Every country has need for improvement, and this will continue for 
many years, despite the revolutionary changes in the effectiveness of 
treatment in mental hospitals. Improvement in treatment is partly the 
result of modern methods— electroshock, tranquilizers and other drugs, 
and the increase in psychological treatment that can be provided in 
most mental hospitals. It is probable, however, that a much bigger 
factor has been the provision of more and better trained medical and 
nursing staff, and the much greater interest and individual respect 
given to patients, who no longer are neglected numbers in a big ward, 
but are recognized as individuals with families, jobs, and experience 
prior to their breakdown. It has been said: “Care of the patient begins 
with caring for the patient,’* and this is demonstrably true in mental 
hospitals all over the world. The removal of bars, restricting walls, and 
locks on the doors of the hospital is not just a modern quirk or a return 
to a much older pattern of hospital care; it demonstrates, conclusively 
that people can be helped much more effectively if cared for as indi- 
vidual patients rather than if regarded as prisoners. 

The introduction of day hospitals, where patients can be treated dur- 
ing the daytime in a pleasant and welcoming atmosphere while living 
at home; the reduction in the size of mental hospitals, where the opti- 
mum number of patients should be between three hundred and four 
hundred; and other social changes have led in many countries to the 
much greater demand for earlier treatment and to the rapid return 
home of about 70 per cent of patients. 

In Usumbura, the capital of Ruanda Urundi in Central Africa, all 
patients who had psychiatric breakdowns have for more than a dozen 
years been treated in the wards of the general hospital, with no locks 
or restrictions, and the results have been excellent. Thail<iid has first- 
rate mental hospitals, with open doors and well-trained medical and 
nursing staffs, and results of treatment have been excellent. In Costa 
Rica the main mental hospital is excellent. In Barbados the mental 
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hospital has had its doors open and its outer walls down for about 
twelve years. 

These are real advances, and it is highly important that, as a result, 
the stigma of mental illness is diminishing. But there are still bad, over- 
crowded hospitals all over the world. Many hospitals are much too 
large. The modern trend is well demonstrated in Denmark, where, as 
the result of a very careful three-year survey, the decision has been 
taken that all new psychiatric units shall contain no more than three 
hundred patients and shall be placed inside, or with covered commu- 
nication to, one of thearea general hospitals. 

In all countries there are points of common interest and interdepen- 
dence. The United States, like every country, owes much to the research- 
minded people in Europe, Asia, and South America, whose work has 
led to the development of electrical treatment, insulin treatment, 
lobotomy, pharmacotherapy, occupational work, and many other of the 
valuable developments that contribute to this therapeutic revolution. 
We should not forget that Rauwolfia serpentina, the plant root from 
which the *^r3nquilizing drugs have been developed, has been in use 
for eight to nine hundred years in India. 

Further, we should not forget that folk medicine has produced the 
traditional healers of African countries and many other places. Such 
healers have skills in dealing with mental illness, and through abreac- 
tive techniques of dancing, trances, etc., plus the use of much accumu- 
lated common sense, do much good for large numbers of their patients. 
We should help them develop their knowledge and techniques, and 
not discard their work as “mere witchcraft.” 

Mental Defect {intellectuat subnormality) 

In every part of the world it can be assumed— in the absence of 
statistics— that the number of children born with this handicap is 
similar. Perhaps under difficult conditions fewer survive into adulthood. 

In many countries there have been exciting research results that sug- 
gest a breakthrough in the early treatment and prevention of some of 
these conditions. Still more important is the increased sense of respon- 
sibility for the care and special education of these children. In many 
countries the dynamic interest of parent groups is creating a vast change 
toward hopefulness and social and intellectual improvement. Much, 
however, remains to be done. 

In the underdeveloped countries it would seem almost impossible 
to provide adequate treatment for all those who need it, either in hos- 
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or outpatient dinicsi although every possible effort 
must be made to do this. The long-teim policy mustt however, be tme 
of prevention, and here we need to know a great deal more about how 
to prevent mental illness and how to build up optimum mental health 
and capacity to withstand stress. 

This is a problem that should be placed directly before the people 
in developed countries. We have plenty of problems of our own, but 
one of the justifications for spending time, effort, and money on re- 
search, training, mental Ifospital care, and a score of other activities is 
that, out of all this, we should be able to distill information that indi- 
cates how some of these conditions might be mitigated and some of 
them prevented altogether; and much of this could be applicable, with 
some adaptation, to countries that are sorely lacking in trained person- 
nel and up-to-date information. 

In this matter we should tliink not only of psychiatrists and physi- 
cians, but also of psychologists, social workers, nurses, clergy and, above 
all, teachers. If more people were to ask themselves: “Why did this 
individual become ill (or difficult, or awkward) as he did and when 
he did?” we should begin to accumulate a body of information with 
which we should be able to design and carry out some preventive 
measures for use in our own countries, as well as for use in less devel- 
oped countries. 

All of this is of importance to every person who is concerned about 
mental health. It suggests a responsibility that all of us share for doing 
something locally and, at the same time, keeping in mind the needs 
of people in many other parts of the world who have less education 
and fewer facilities. 

Problems of marriage, child rearing, and work are universal ones; 
mental health is the world’s concern. 

Lack of Cure-alls 

A panacea could never exist for all the problems of mental health. 
Intelligent interest based on love for human beings is the most im- 
portant thing we can provide. Psychoanalysis is exceedingly useful as a 
discipline and a technique for the training of psychiatrists and for the 
intelligent design of research; it is also, of course, useful for treatment 
in a certain proportion of illnesses; indeed, it may be essential. Psycho- 
analysis, however, might become too popular and be regarded almost 
as a substitute for psychiatry and for the social thinking 6f psychiatry. 
From the economic angle and the manpower angle, the question of 
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whether psydioanalysis as a therapeutic agent can solve .rhe problems 
of world society is hardly worth considering. 

We need a comprehensive psychiatry that takes full note of the 
environmental and social hictors, as well as the individual and psycho- 
logical difficulties, and for this reason the enormous variety of tran- 
quilizers and stimulating drugs is something of a danger. Patients are 
being discharged from mental hospitals because their more marked 
symptoms are masked by the drugs. In many cases patients leave before 
they have really had the help that they might have received if they had 
remained more accesaible to therapeutic contacts. They create a prob- 
lem for their families and a high rate of readmissions to hospitals. 

These drugs are extremely useful when properly used, but they are 
not the answer to problems of mental hospital psychiatry. There is a 
considerable danger that, when used in areas where there are very few 
psychiatric or social facilities, the drugs may give the appearance of 
stemming the tide of mental illness; whereas in actuality, the illness 
may at a future time return and be more difficult to deal with than 
before the administration of the drugs. 

Public Education 

It used to be thought that public education, either through lec- 
tures or the reading of special literature, would put people in a position 
to deal with their own difficulties and the problems of their children. 
This has been a somewhat disappointing approach, although, of course, 
there are groups of better educated parents in every country, who can 
learn a great deal from some of the excellent books and special docu- 
ments dealing with child rearing. Public lectures and the use of audio- 
visual aids certainly make people more aware of their problems and 
consequently increase the wailing lists of available clinics, but it is very 
difficult to be certain that such methods really accomplish a great deal 
that is permanent. Small discussion groups are much more effective. 

The most fundamental educational work may be done by the family 
doctor and the public health nurse, who are highly lespected by parents 
and children. As we get better educated physicians and nurses who 
gain insight into the environmental and psychological problems that 
affect children, it seems probable that they may provide the bulk of 
first aid in this field. Their example in the handling of babies and small 
children, and tlieir readiness to listen to the problems of the home and 
to give simple advice, could have a lasting beneficial effect on the 
management and upbringing of children. 
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Better understanding by teachers of the problems of human relation- 
ships, the facts about race, and the needs of individual children vrho 
do not quite fit into the general “normal” group, will ensure that there 
is wise handling of small children in school. There is great need, both 
in the developed countries and those countries in the process of de- 
velopment, for encouragement of this type of action. 

Professional Education 

Professional education is one of the great problems that needs 
to be tackled everywhere in the next decade. Psychiatric treatment or 
wise psychological care and help can very rarely be given effectively 
by people who have no knowledge of the language or of the cultural 
background of the people with whom they are dealing. Training schools, 
not only for doctors but for all in the human sciences, including edu- 
cation, must be developed, and preferably in the country of the 
trainee’s origin and language. The wealthy countries can help, finan- 
cially, to train some of the mature teachers from the underdeveloped 
countries and eventually to make adequate facilities available every- 
where in the world. It is surprising how many places there are in the 
world where there is only a minimum amount of time spent on the 
psychiatric training of those who are going into general medical prac- 
tice, and where in many cases there is no training in this field for nurses 
or for social workers. 

On the other hand, there are very encouraging situations to be found 
in many countries. We know much about experiments of parents look- 
ing after their sick children while they are in hospitals. These experi- 
ments have been carried out in the United States and in Great Britain, 
but one also finds in Yugoslavia, Africa, and Asia, children’s hospitals 
where practically all of the nursing is done by mothers who come and 
live in the hospital with their sick children, providing a real edtication, 
not only in the simple application of modern scientific techniques and 
methods of living, but in the fundamental necessities of love and se- 
curity for the children. Where this happens, the children themselves 
have a much better chance of rapid recovery; and the actual procedures 
learned in hospitals are eventually spread from person, to person back 
in the villages or in the streets of the city, so that many other children 
are given a better chance -to get wise and sensible care. We need much 
imagination and common sense in devising extensions and variations 
of this approach to the rights of the small child. 
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For the child who is emotionally disturbed, or in some way difficult, 
the counseling clinic of the school, or other agencies, where parents 
can be given guidance, have apparently achieved a considerable suc- 
cess. We have far too few hictual studies of the results achieved, and 
sometimes we may lose sight of the need for evaluation, in our concern 
for the vested interest of child guidance. We could learn something 
from countries where life is extremely simple, and where there is no 
possibility of elaborate buildings, staffs, and techniques. 

One can, for example, cite a small town in Costa Rica where there 
is a large children’s ciinic that has been extremely effective for several 
years in dealing with all the problem children of the town, and which 
is run almost entirely by tlie devoted teachers of one of the schools, 
at no cost to official funds. They have some help from a psychologist 
and a psychiatrist, and have learned very successfully how to deal with 
the different types of problems brought to them. 

The Individual and World Mental Health 

The ii.dividual can begin at home with the many things that need 
to be done. If in your area there is a mental health society or some 
other group concerned with mental health problems, you can join it, 
not merely to give financial support, but also to give interest and work, 
contributing something to better understanding and management of 
some of the local difficulties. 

By being a “friend” of a mental hospital, you can do valuable work 
for lonely patients or for those just discharged from a hospital, and you 
will get an insight into the major unsolved problems of mental illness. 

School medical services, delinquency, alcoholism, inhint welfare and 
well-baby clinics, problems of the aging, and needs of students, whether 
they are from your own country or from overseas, are a few of the many 
areas in which an individual can, with modesty and patience, learn 
to be helpful. 

If there is no local association, you can get together a few of your 
friends to discuss these matters, and out of their interest there may 
well grow a group tliat can work in conjunction with public health 
and other official agencies. Professional and academic people will be 
helpful. This is a form of on-the-job training that is useful and pro- 
vides practical experience with problems that vex the whole world. 
It leads to better understanding of ways in which these issues can be 
dealt with in our own and in neighbor countries. 

Try to ensure that any activity undertaken in your area is carefully 
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planned, if possible with the help of some competent professional per- 
son. A method of evaluation should be devised so that you may eventu- 
ally know if what you have been attempting to do has, in fact, been 
effective. This is how we leam what we can pass on to other people 
who have fewer facilities and less knowledge. 

The reading of books may help. Seminars and discussion will cer- 
tainly give better insight—the amplification of one’s own common sense. 

However, before we try to help with the problems of other people, 
it is a good thing to take a look at ourselves. If we are authoritarian 
or bossy, if we are people who enjoy interfering In other people’s lives, 
if we have somewhat eccentric ideas, or if we are merely trying to work 
out some of our own difficulties by studying other people, we shall not 
be very good workers in the field of mental health. 

Preventive Action 

A good instance of this has come from Israel, where one man, a 
judge, became concerned about the effect of court proceedings on 
children who had been sexually assaulted. Those who have worked 
with children know that such an experience can produce extreme anx- 
iety, and also that the obligation to appear in court and give evidence, 
even though one is the injured party, gives rise to feelings of guilt. 
This can lead to difficulties in relationships with the opposite sex in 
adolescence, to unsatisfactory personality development and frigidity of 
character structure, and often to sexual frigidity. 

By Israeli law, a child 'who has suffered an assault is not allowed 
to appear in court. A social worker takes a full history from the child, 
thereby relieving the child of much anxiety, and then appears in court 
to give the child’s evidence. This has been a highly successful experi- 
ment, and no case of apparent injustice to the offender has been re- 
corded, despite the acceptance of “hearsay evidence.’’ Careful observa- 
tion of facts, with imagination and planning, can provide beneficial 
legal action. 

The individual citizen, lay or professional, can usefully interest 
himself in the problems of other countries and cultures by reading 
and by observation when traveling. 

The documents of the World Federation for Mental Health and 
those of the Mental Health Section of the World Health Organization 
can be of value in learning about mental health problems in other 
countries. 
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IntenuOional Tensions 

It is not always realized to what extent faulty attitudes contribute 
to the development of tension between nations. These matters need 
study and action in a score of different ways, and none of them are 
so remote from the life of the ordinary citizen that we can avoid some 
responsibility for them. Fear, jealousy, greed, inertia, ignorance of lan- 
guage and national cultures, and many other matters, help to create 
the difficulties that make it so hard to live together in “one world.” 
Everywhere we find considered beliefs about what is right and what 
is wrong, and we surely should stick firmly to these, but we do need 
more insight, understanding, and tolerance of the differences in point 
of view. It is neither possible nor desirable that everyone in the world 
should think our way in all matters. 

Name-calling and abuse of peoples of other nationalities are sure 
ways to promote the sense of tension between countries. Most of us 
know from experience that if we are rightly critical of a child or an 
adult when he does something antisocial, we are most likely to help 
him if we can be critical on that point but at the same time show that 
we recognize his good qualities and that we can still be friendly, even 
though it has been our job to disagree strongly with him and perhaps 
to punish him. For example, the child or the adult who has been criti- 
cized but given no assurance about friendliness or respect, is almost 
certain to reject the whole of the criticism because he feels that the 
person who criticized sees no good in him. The reverse happens if the 
attitude is one of kindliness and respect. It is a true saying that we can 
hate the things that people do, but not hate the people who do them. 

The ordinary citizen, therefore, can perhaps induce his local press 
to stop using offensive words about people with whom they disagree, 
and this can produce an effect far beyond the local area. To be specific, 
it would help greatly if we in the West could discourage people from 
talking of "red Russia,” or “red China,” or bandying about the word 
“communism.” Used in certain ways, they can be insulting words. We 
must try consciously to avoid stereotypes or pictures in our minds that 
all Germans, all British, all Americans, or all Russians, are of one type. 
Of course they are not. 

Those who serve on committees, in local government, or on other 
official bodies, can well try to deal with some of the tensions, and to get 
agreement by consensus, or at least try to achieve a tolerant and real 
understanding of different points of view. There is room for experi- 
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ments in conciliation (which is a strong and not a weak thing) in every 
area of work. 

In one of the United Nations meetings a psychiatrist, who happened 
to be in the delegation of a Western government, heard the very caustic 
and aggressive reply that had been drafted by his delegation as a reply 
to a statement, which they knew was going to be delivered that 
morning by two of the Socialist Republics. He said: “You can’t do this 
sort of thing. If a man in my office is aggressive to me, I am not aggres- 
sive back to him. It doesn’t work.” After much argument the delegation 
accepted his point of view, and on their instructions he wrote a new 
speech for his chief delegate, which was honest, tolerant, and friendly, 
and the human relations of that three-week meeting were greatly 
changed. 

There have been many such experiences, and we are right in believ- 
ing that those who are interested in mental health can do a great deal 
in this wide and extremely important field of disputes and discussions 
among groups and nations. In the 1600’s, a great chancellor of Sweden 
wrote: “You have no idea with what little wisdom the world is gov- 
erned.” Since this is still true, we need to try to add something to the 
available wisdom. 

International Activities for Mental Health 

Clifford Beers in 1908, with the help of a number of distinguished 
psychiatrists, established thfe first Mental Hygiene Society (Connecticut) 
in North America. The term “mental hygiene” had been used before 
that, and in different countries there had been groups of people inter- 
ested in mental health problems, but there was not much linkage of 
their efforts. 

From 1908 onward, the movement, which had first aimed mainly to 
improve the mental hospitals, spread in North America and stimulated 
similar activity in many other countries. In 1930 the First International 
Congress on Mental Hygiene was held in Washington, D.C., by the 
National Committee for Mental Hygiene and this led to considerable 
development of interest throughout the world. Soon after this. Beers 
started the International Committee for Mental Hygiene, which called 
another congress in Paris in 1937. 

The mental hygiene movements in most countries tended to be 
represented by perhaps too large a proportion of psychiatrists, because 
the awareness of the need for interprofessional thinking and activity 
had not then developed. World War II disturbed most of the countries 
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of the world, and at the end of the war, when it was decided to try 
once more to bring together all the people who were interested in this 
particular mental health approach, the United Nations and its spe- 
cialized agencies had just come into being. The United Nations Educa- 
tional, Scientific, and Cultural Organization (U.N.E.S.C.O.) and the 
World Health Organization wished to create an international nongov- 
ernmental organization that was more broadly based, representing 
people from all the human sciences. The result was that at the Third 
International Congress on Mental Health in London in 1948, the 
World Federation foi'Mental Health was inaugurated. 

The federation, which includes more than 140 professional or men- 
tal health .societies from forty-four countries, has been as active as its 
financial situation will allow. It has conducted international study 
groups and expert committees, international teaching seminars, annual 
meetings and congresses, and it has had close contact with those working 
in this field in approximately ninety-four countries. The World Fed- 
eration for Mental Health has about thirty-six member as.sociations 
in the United States, many of them national, state, or local mental 
health bodies. The larger associations in the human sciences are also 
members. It still is the only widely based voluntary organization in the 
international mental health field, and, as one of its many activities, 
serves as a clearinghouse of information. 

The World Health Organization of the United Nations by its con- 
stitution is devoted to tlie pursuit of physical, mental, and social well- 
being. It is, of course, an intergovernmental b(>dy, whose members are 
governments. Its Mental Health Section was organized the year after 
the organization of the World Federation for Mental Health, and is 
very active. It has convened a large number of international expert 
committees, which have produced reports that have been read and 
acted upon by governments and professionals all over the world. 
It has been able to supply many consultants, at the request of countries, 
and to grant many fellowships for training. The Mental Health Section 
of W.H.O., with which the World Federation works closely, serves also 
as a collector and disseminator of information. 

U.N.E.S.C.O., through its Departments of Education and Social Sci- 
ence in particular, has also made a distinguished contribution, in the 
international field, to what it usually calls the social and moral issues. It 
has done much work on tlie subjects of education and race and on the 
question of international tensions and the difficulties of international 
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living together, and has produced a considerable effect on the thinking 
of teachers, sociologists, anthropologists, and others. 

The World Federation for Mental Health has official relationships 
with U.N.E.S.C.O., as well as with W.H.O., and also with the Inter- 
national Labor Organization, with U.N.I.C.E.F. (United Nations In- 
ternational Children’s Emergency Fund), and the Economic and Social 
Council, and has permanent observers who attend meetings of all 
these bodies. Apart, therefore, from the federation’s own activity, it has 
a wide perspective on many other efforts and is able to add support 
to many of them. 
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What is young adulthood? 

Legally adulthood starts with the statutory age of responsibility. 
This may occur within the age span of fifteen to twenty-one years 
depending upon local variations in laws. In the general sense of per- 
sonality development, adulthood is the state of maturity beginning 
usually in the early twenties and including middle age and old age. 
Young adulthood is the decade of the twenties and in recent years has 
been described as a time of transition to full maturity. No doubt this 
transitional period is the result of social and economic trends that have 
encouraged prolonged training and education and discouraged early 
marriage. In effect, this has postponed mature adulthood, at least in the 
social sense, for many young people. Physiologically, physically, and 
emotionally, young adulthood marks the emergence of the total per- 
sonality pattern. Thus, for the first time in the life of the individual, 
complete and integral functioning is possible. 

How many people are there in this group in the United States? How 

many women? How many men? 

In I960 there were approximately 34,232,000 people in this coun- 
try between the ages of twenty to thirty-four, of which about 17,063,000 
were men and 17,169,000 were women. Thus, there were roughly 
100,000 more women than men in this group. 

Do these rates differ from those in other countries? Why? 

There are slightly more men than women in most Western coun- 
tries in this age-group; but in recent years this has been changing. As 
industrialization, higher standards of living, and better medical care 
become more widespread, one expects to see a decline in the female 
mortality rate. Thus, as in the United States, there will soon be a 
greater number of women in other countries too. 

2063 
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Are these rates chanpngf if so, whyt 

Yes. The number of young females has been steadily increasing 
since 1900, due to the declining female mortality rate and the change 
in immigrants from predominantly male before 1930 to predomi- 
nantly female, especially since World War IL At the same time, the 
majority of people emigrating from this country are men. Thus, the 
ratio of women to men has been increasing, because fewer women die 
at earlier ages and more women come into the country while more men 
leave it. 

How much influence do the experiences of the early years have on 
the young adultt 

The experiences of the early years exert profound effects which 
later can be modified and sometimes reversed. That the early experi- 
ences of life, external as well as internal, real as well as imagined, have 
special impact upon later development is a basic notion in most 
theories of personality development. The process of personality growth 
is uneven, that is, the rate and effectiveness of development in different 
areas are variable. In the early years personality growth and emotional 
maturation are characterized by the ebb and flow of impulses and 
feelings that may function in harmony but may also be in discord. At 
times certain impulses are stronger than others, and sometimes only 
a part or segment of an impulse may be operative. Eventually these 
so-called partial impulses fuse, evolving finally into characteristics of 
the adult personality. For example, early sexual impulses such as love 
of oneself (narcissism), love of others of the same sex (homosexuality), 
and love of those of the opposite sex (heterosexuality) appear and dis- 
appear in cycles and phases in the course of psychosexual development. 
Adult heterosexual feelings represent a composite— a fusion of these 
immature impulses. 

Early influences are woven into patterns of emotion and behavior, 
some of which may be characteristic of the young adult. These in- 
fluences may promote personality growth or impede it. The patterns 
represent life themes which develop around experiences that occur in 
very early childhood. The themes are often deeply involved with 
parental and sibling relationships. As basic patterns they may be 
repeated throughout life, sometimes very obviously, as in the exces- 
sively neat person, at other times very subtly disguised and camouflaged, 
as in the erstwhile criminal turned lawyer. We see something of this 
in the adult who is competitive or aggressive to a fault. He may have 
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grown up in a family in which he had to struggle too hard for atten- 
tion, in which he had to compete too much with brothers and sisters 
for a share of parental love. Another example of the adverse effects of 
early influences occurs when there is abrupt or prolonged separation 
of children from parents without adequate and early substitutes. Unless 
such absence is compensated in childhood, the adult may experience 
inexplicable fears and anxieties in the face of real, imagined, or poten- 
tial loss, or he may even experience difficulty developing adequate emo- 
tional attachments. The positive effects of such early influences as love, 
security, understanding, discipline, and trust cannot be overestimated 
in the stable, effective and affective (emotional) young adult who is 
zestful, vigorous, and reasonably happy. 

What are the typical attitudes of the individual approaching young 
adulthoodt 

There is a great variety of attitudes in the young adult group. 
Indeed, within any given individual there may be a broad range of 
attitudes, some consistent and some paradoxical, so that generalizations 
here as elsewhere are difficult and run the risk of inaccuracy. 

In the young adult, unconscious and conscious forces are especially 
interactive. Attitudes of self-examination, self-definition, and self- 
criticism are commonplace: the young adult has questions about ambi- 
tion versus fear of failure and success, about desire versus self-discipline. 
He is concerned about proper goals and his potential for achieving 
them, and he is worried about appropriate opportunities to do so. 

In many young adults there are remnants of late adolescent rebel- 
liousness, of anti-authoritarianism, or at least of some persistent chal- 
lenge to the status quo. But in contrast tvith adolescence, there is now 
a clear shift toward realism. If any attitude is typical, it is the young 
adult’s eagerness to take on responsibility first for himself, and then 
for others, and for society. In short, it is the attitude of independence. 
Young politicians are the firebrands; the young man who works for his 
father wants to change things around a good deal; the shipping clerk 
has strong feelings about how the president should really run the com- 
pany; and the young mother may interpret her mother’s or mother-in- 
law’s advice on child rearing as undue interference. 

Eagerness to marry and take on family responsibilities is quite pre- 
dictably common in young adults. So is a certain degree of optimism 
and excitement, as well as anxiety, in dealing with the problems that 
these responsibilities bring with them. The young adult is very much 
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concerned with making value judgments of himself, of others, and of 
social institutions. He sees and decries hypocrisy in business, in govern- 
ment, in education, and in society in general. He recognizes the need 
for high and clear standards of behavior for himself and his family 
and for those in signiHcant public positions, and he frequently identifies 
himself with those who represent the moral forces in the community. 
He often wants to go to “city hall” to get his rights, so to speak. But 
such idealism may not keep him from a reasonable or even expedient 
compromise with external pressures such as the need or opportunity 
to make money. • 

The healthy young adult is an emotionally expressive person who is 
sexually aware and reactive. Sexual impulses and activities are at once 
a source and a result of some of his attitudes. The young adult clearly 
senses that authority for almost all of his behavior has shifted from 
others to himself. This brings him a sense of control that is new and 
probably best symbolizes his status as an adult. 

What are the special challenges and stresses of young adulthood? 

In a major way, the young adult is challenged by expectations. It 
is particularly urgent that he fulfill those expectations he has and has 
had for himself, perhaps for many years, and somewhat less urgent 
that he fulfill those held out to him by family and friends. This re- 
quires, among other things, serious commitment to family and job or 
career; acceptance of risks, especially in work situations; investment of 
long-term effort; and the capacity to accommodate immediate wants to 
long-term satisfactions. In adulthood waiting is unavoidable, and wait- 
ing breeds anxiety and tension. To meet this without undue restriction 
upon daily tasks, or without interruption of ordinary responsibilities, 
is probably a daily challenge for most young adults. Tasks or activities 
that bring rewards readily are often effective antidotes to the anxiety 
and frustration that most people feel when their just rewards are not 
readily forthcoming. To counteract such anxiety, at least partially, the 
mature young adult engages himself in hobbies such as sports, collect- 
ing things, or handcrafts, or in avocations such as creative arts, shop- 
work, or participation in programs of fraternal, social, charitable, civic, 
or church organizations. Such activities also help the young adult meet 
the challenge of finding some' balance between the necessity of earning 
a living and the requirement that he assume his fair share of respon- 
sibility in community affairs. 

Whether and for how long to postpone sexual activity and/or mar- 
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riage is especially challenging. The responsibility for setting one’s own 
limits in the face of strong physiological (sexual) impulses that are at 
or near a lifetime peak of intensity, is both a stress and a challenge of 
great immediacy. Our preoccupation with economic security results in 
prolonged dependence on family and has delayed marriage in many 
instances. Such postponements place special stress on the young adult. 
His physical and emotional development press him toward intimate 
relationships while, at the same time, his moral or ethical code may 
forbid premarital sexual activity. Tbe conflict of guilt and frustration 
may be severe in this situation. The challenge of accommodating be- 
havior and social life to emotional and instinctual forces is really the 
challenge of developing adequate controls at many levels of reaction, 
but esp>ecially at the level of physiological impulses. The young adult 
becomes emancipated from regulation centered in other persons at a 
time when his inner impulses are strongest. Thus, he is set free to deal 
with himself when, in a very real sense, he is most vulnerable to himself. 
He then faces the challenge of becoming responsible while physiological 
and instinctive (sexual) forces which may make for irresponsibility are 
at their height. Basically, the challenge is that of establishing effective 
self-discipline, of imposing one’s own order on one’s own capacity for 
disorder. 

Marriage is, of course, a multilateral challenge for all young adults. 
To marry for realistic reasons, that is, for emotionally and socially valid 
ones, is one important aspect of this quite special challenge. The 
temptation to restrict marriage to the passionate and romantic, even 
to the predominantly physical level that may have existed in the be- 
ginning, is illusory and must be recognized as such. Marriage of the 
movie or television sort does not occur often in everyday life. Another 
challenge of marriage is that the young adult must learn how to grow 
with his or her spouse so that both partners nurture the marital rela- 
tionship and each other. Thus, they may ultimately find something 
in marriage that is more than the sum of its partners. All adults need 
to recognize the enormous challenge to patience and acceptance that 
the close day-to-day living of marriage requires. 

Rearing children is a challenge that comes only with adulthood. The 
problems of parenthood, often enjoyable, are myriad and complex. To 
meet these healthily, fathers and mothers need reasonable under- 
standing and control of themselves. They must be able to focus atten- 
tion and affection on children rather than on themselves, deriving 
satisfaction from giving support rather than gaining direct reward. It is 



2068 Young Adulthood 


essential really to want children before taking on the challenges of 
parenthood. From the start parents are models to children, models in 
almost every sphere of reaction, behavior, and attitude. Parents need 
to be aware of this nearly all the time and particularly during a child’s 
early years. Parents bear a clear responsibility to their children for 
being constructive models of reasonable behavior and appropriate 
values. 

In American society there are unbounded opportunities for greater 
and greater accomplishments, and vast rewards in material things as 
well as in prestige. These are powerful incentives but they also produce 
steadily increasing pressures on young adults to exert themselves to 
the full, perhaps even to aspire to goals that lie outside their capacities. 
It is a real, but subtle, challenge for the young adult to adjust his goals 
realistically to his capacities in a society that tantalizes with many 
promises, implicit as well as explicit, but in which values are often 
fuzzy and conflicting. 

Are these challenges and stresses different today from those in the 

past? Are they in the process of change? Why? 

They are probably not very different, except in their social aspects. 
We live in a period of general as well as special social change and 
unrest, that is unusual if not unique. Long-established socioeconomic 
systems, customs, institutions, and concepts are undergoing extraor- 
dinary alteration or are being discarded altogether. A world of great 
mobility, of automation, of complex devices for universal communica- 
tion, of political and economic turmoil, is a world of anxiety and 
change almost by definition. Indeed, this has been called “The Age of 
Anxiety.” We are seeing major increases in population. There is a 
proliferation of mechanisms and devices for dealing with man in the 
mass, such as ubiquitous agencies and functions of increasingly cen- 
tralized government, the huge metropolitan area, as well as the huge 
suburban area, supermarkets, and large academic and medical centers. 
These have developed in many people a sense of depersonalization, of 
separation from the forces and people in society which critically affect 
their lives. Such social metamorphoses are stressful and challenge 
people of all ages. Young adults feel this challenge particularly because 
the changes are most marked at levels of society in which they are 
most involved. 

For several generations young people, at almost all social levels, have 
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been encouraged to avail themselves of higher and higher levels of 
training and education, so that the rewards of a highly complex and 
unmistakably affluent society might be more accessible to them. At the 
same time early marriage and young families have been discouraged. 
This particular trend has been especially true in the middle and upper- 
middle socioeconomic groups in which great value is placed upon long 
periods of “becoming” through extended preparation. In such groups 
the academic degree has become an almost essential symbol of status. 
At lower socioeconomic levels a degree, diploma, or certificate is often 
seen as the sine qua *fion of recognition and reward in a society that is 
very conscious of education, social esteem, and money. In very recent 
years there has been a trend back toward early marriage and quite 
young families, especially among those of higher intellectual levels. It 
remains to be seen whether or not this reversal will endure. 

Much could be said about the impact of atomic energy in its peace- 
able and military uses upon the young adults of our time. This is a 
confused matter about which little is known, but which generates un- 
mistakable anxiety. Though there is still much disagreement on the 
subject, this writer is convinced that both the threats of destruction and 
the promises of utopia to be brought about by atomic energy have had 
serious effects on the values and especially the mood of today’s young 
adults. These threats and promises impinge upon such an extraordinary 
range of experience and importance to young adults that they may rep- 
resent the greatest stress and challenge in mankind’s history. 

How are these challenges and stresses usually met by the young adult? 

These challenges can only be met in the total context of an in- 
dividual’s life pattern in ways that respect his moral, emotional, social, 
and economic circumstances. These are sensitive and individual matters 
requiring deep insights and complicated judgments. Experiment and 
education often help young adults to deal with their problems. For 
example, to meet the job or career challenge, the young adult may try 
his hand at different occupations until he finds something that offers 
him personal satisfaction and proper rewards, and in which he can 
exercise his skills and talents effectively. This experimentation tvith 
work and himself is often aided by education, formal or informal, in 
an effort to further develop his capacities. After sufficient experience, 
it becomes conceivable to eliminate certain possibilities and to narrow 
the field to a single work situation that is a reasonable compromise of 
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the type of work, salary, location, and the other criteria of the ideal job. 
Most young adults are engaged in meeting the challenge of a career in 
some such manner, whatever their degree of skill or talent, even though 
in many instances the process is not evident. Young adults also seek 
advice and help when needed, e.g., when decisions are too difficult to 
make, when motivation falters, or when repeated experimentation fails 
to lead to a satisfactory way of earning a living. Help may take the form 
of counsel with the family or friends, or on the more formal level, with 
a religious adviser, teacher, vocational guidance person, social worker, 
or doctor. It is important to recognize when help, jlirofessional or other- 
wise, is required and not to hesitate to seek it. Young adults are usually 
quite perceptive in dealing with problems and often show better 
judgment in seeking help than do their elders. 

What are the essential characteristics of this period for men and for 

women? 

For both men and women this period is characterized generally by 
autonomy of choice and action and assumption of many responsibilities. 
It is a time of physical and physiological maturity, of keen social aware- 
ness, and a time when the personality reaches its full integration. More 
specifically, love, courtship and marriage, establishment of a family, 
and a peak in sexual activity and expression are characteristic. For men, 
career and family support are the important words; for women, the 
home and family care. For both, this period is essentially characterized 
by the problems of personal commitment. Men, especially married men, 
devote themselves to a job or career in which they find comfort and 
satisfaction, a job which is stimulating and offers the promise of com- 
pensatory rewards. For a woman, the building of a home, rearing a 
family, finding satisfactions and pleasures in the routine and usual ex- 
perience of the family become the life to which she devotes herself 
thoroughly, though not necessarily exclusively. Of course, some young 
women attempt to develop both career and marriage simultaneously. 
Eventually, however, most women find that one of these becomes pre- 
dominant. and that preferential commitment to one or the other must 
be made or neither will be satisfactory. Every young adult learns to 
establish a priority of activities in accordance with his values, his en- 
ergies, his feelings, and his satisfactions. The woman who prefers a busi- 
ness life to family life will find less and less satisfaction in her home, 
and the home will suffer. The man who struggles with a job just to earn 
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money, or to be “successful," who in fact has real interests in some other 
form of endeavor, will find himself doing less well on the job than he 
would like to do. Or he will show other evidences of his unhappiness 
and dissatisfaction, such as being difficult to live with at home, overeat- 
ing, or overdrinking. The young adult who finds his niche in life, who 
“finds himself" in terms of job or career and family, achieves an in- 
dividual identity that is both privately and publicly recognizable. 
Family relationships define his role at home. Business and career rela- 
tionships define his role in public. Both characterize the individual who 
begins to function with an inner sense of harmony between himself and 
his life experience, between himself and other people, between himself 
and his environment. 

How do these characteristics differ m certain economic groups? 

Higher intelligence groups? Religious groups? Urban or rural groups? 

There are some noticeable but perhaps superficial differences, es- 
pecially in the social and sexual realms. Higher economic groups may 
sanction or even encourage delays in career choice and in embarking on 
marriage, especially in urban communities. This may prolong depen- 
dence upon the family and foster immaturity. In rural communities 
young adults probably marry earlier and settle in their work earlier. In 
higher intelligence groups in recent years the trend has been toward a 
greater involvement in social issues, earlier independence, and marriage, 
with or without a clear choice of career. According to Alfred Kinsey’s 
reports there is less sexual activity in fundamentalist religious groups, 
in groups of higher intellectual level, and in rural communities. But 
patterns of sexual behavior vary greatly from individual to individual. 
It is important, therefore, to recognize that it is very difficult indeed 
to make adequate studies of people’s sexual customs, habits, and ex- 
perience. Even Kinsey’s material, exhaustive as it seems to be, leaves 
room for many questions. But at least it can be said with reasonable 
assurance that widespread sexual education, together with intense social 
and economic pressures, have led to a very real rebellion against tum- 
of-the-century value systems. Almost all young adults have by now 
discarded or, more accurately, have come to disregard sexual attitudes 
and behavior that smack of late nineteenth- and early twentieth-cen- 
tury unrealism and unnaturalism. Out of this is developing a moral 
code that is quite possibly a good deal more honest and no doubt more 
effective as a constructive social control. 
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In general Vfhat is the young adults' conception of: The family? The 
community? Authority? Independence? Careers? Sex? ResponsibUityt 
School? Marriage? Younger people? Older people? 

These are the areas of experience and the relationships in which 
young adults identify and formulate their image of themselves and their 
role in society. The individual sees himself as being liberated from 
child-parent dependence and able to assume the responsibility of 
parent-child dependence. Thus, family relationships reverse themselves 
for the young adult: he gives up the dependence of childhood and 
adolescence in order to take on the dependability of an adult. Similarly, 
there is a shift in his conception of authority. The idea of greater or 
lesser arbitrary control over his life gives way to the concept of such 
control of himself that within reasonable limits permits satisfactory ex- 
pression of feelings and adequate social adaptation. Sex is seen as a 
natural activity about which he feels freer than his parents did and 
much freer than his grandparents. It may play a prominent part in his 
reactions and behavior, and for a time, perhaps a loo prominent part. 
Except for young adults who go on to college or beyond, school is, on 
the one hand, merely a preliminary to the more important matters of 
job and family or, on the other hand, the taskmaster of unfulfilled 
ambitions. But the desirability of an extensive education is a value 
that is becoming more and more understood in our society, especially 
in the young adult group. 

Such concepts of the young adult reflect the dissolution of earlier 
ambivalences, the formulation of realistic points of view, the initiation 
of pragmatic patterns of behavior, and the clarification of ideals, all 
of which may not have been possible or even necessary before. In place 
of the paradoxical views of late adolescence, young adults develop an 
objective, comprehensive, and realistic point of view, one that has order 
and can be generalized. The change is one from separate and often 
conflicting attitudes toward a unifying philosophy of life. 

What are the reasons for the difference in attitude of the young adult 
male vs. the young adult female? 

In our society the male role is traditionally an aggtessive-inde- 
pendent one, while the female role is a passive-dependent one. Men 
are concerned with the problems of earning a living, women with 
problems of home and family. Double standards of values often ag- 
gravate these differences, especially in sexual and social mores. For 
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example, the young woman who sits alone at a bar probably will 
be criticized, but young men have rather complete freedom to go “stag” 
anywhere. Especially in sexual behavior, tacit if not overt approval 
leads to considerably greater permissiveness for men than for women. 

Emancipated from kitchen, laundry, and nursery by modem inven- 
tions, women have developed a lively interest in public affairs. This is 
especially true in the economic area, since women are said to control 
the dollar investment wealth of this country. This has led to additional 
conflicts in attitude, the most diflicult of which for men, paradoxically 
enough, is the growing similarity of women’s attitudes toward their 
own. The difiiculty is related, on the one hand, to men’s past expecta- 
tions of women, and to their failure to give up unrealistic, stereotyped 
inflexible concepts of women. On the other hand, women refuse to 
settle for their traditional passive role. They find it {>ossible to play 
the passive dependent female at home, but equally possible to be 
independent and aggressive in careers or jobs or even in public life. 
Thus, men have to accept women in an unaccustomed role. Men can 
rebel against women’s freedom, which is a useless and hopeless task, or 
moderate their own behavior to more passivity, which is an unpleasant 
one. Indeed, some observers hold the view that overpassivity among 
men, as well as more female aggressiveness, is becoming a marked 
problem in this country. The other alternative would be for men to 
play the aggressive role even more strongly than before, although this 
is not likely to succeed widely or for long. 

In a young family many tasks may be shared rather than defined. 
Earning a living and caring for the children may be undertaken equally 
by the husband and wife. The lines of jurisdiction merge and overlap. 
As young adults come to accept these realities and adjust to them, some 
of the differences in their attitudes disappear. This trend suggests that 
men will have to accept more aggressiveness in women and vice versa. 

Another reason for the difference in attitude is the young man’s 
desire for the stability of family life while still clinging to some 
bachelor freedom, whereas young women want equal competitive op- 
portunity in the business and professional world without giving up 
the usual feminine perquisites. The changes in the male and female 
roles in our society have meant some fundamental changes in our con- 
cepts of family life. Differences in attitudes between the sexes will 
probably continue until sucli time as there will be widespread accept- 
ance of changes and a generalized accommodation of attitudes. In the 
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meantime, most young adults will take comfort from the still immut- 
able biological and physiological differences between the sexes. 

In our society the social and penonal pressures upon young women 
to marry early are significantly greater than those upon men. Indeed, 
in many quarters, especially in the middle and upper socioeconomic 
groups, delayed marriage for young men is highly approved. The joys 
of bachelorhood, of “playing the field,” of pleasure without much 
responsibility are likely to be more prized by men than are the dubious 
joys of maidenhood by young women. Indeed, women are likely to have 
much more serious expectations for romantic episodes than are young 
men. This allows men to interpret their own resistance to marriage as 
male aggressiveness and women's pursuit of marriage as female pas- 
sivity. An unmarried man is the subject of bemused tolerance; an 
unmarried young woman arouses sympathy or, in some circles, despair. 
But for the young bachelor who prizes his freedom, life is not un- 
restricted pleasure. The perennial bachelor is perennially immature; 
he is as much a matter of concern to his family and to himself, denials 
notwithstanding, as is the bachelor girl. The young adult buys this 
kind of freedom at some cost. For most young adults, a commitment 
to someone of the opposite sex is a necessary ingredient of security, 
of happiness, of the achievement of personal identity, of a mature sense 
of personal worth and value, in short, of self-respect. The satisfactions 
of short-term relationships, however intense, are essentially short-lived. 
Bachelorhood is self-defeating in that the very satisfactions it aims for 
become, in the long run, very difficult to achieve outside the marital 
relationship. 

What inteUectual, social, or emotional changes usually take place 

during tiiis period} 

This is a time when individuals begin to settle issues for them- 
selves. They are reaching the full play of their intellectual capacities, 
building an effective, responsible, and satisfactory place in society, and 
establishing mature, long-term relationships with the opponte sex. The 
changes are, therefore, in the direction of establishing order, efficiency, 
security, and satisfaction in their lives. It is now possible for the young 
adult effectively to order himself and events toward his own goals, and 
to begin to see some return for his investment of time and effort. The 
change is away from the confusion and scatter of adolescence toward 
the efficient productivity of maturity. 
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How much influence do the experiences of the young adult have on 
the rest of his life? 

The determining role of early experiences in personality develop- 
ment has already been discussed. The experiences of the young adult 
are more likely to moderate the rest of his life rather than alter it in any 
basic sense. Naturally, the decisions and choices one makes during this 
time will produce their effects later on. A good marriage versus a bad 
one, a congenial career versus an ill-chosen one will have direct effects 
upon later happiness. In our society middle age and old age are likely 
to be most critically affected by the presence or absence of emotional, 
intellectual, economic, and social reserves. These can probably be 
provided best by a fully active adult life. 

To whom can the young adult turn for guidance and help in his own 
erwironmentf FamUyt Friendst Other young adtdtst Teachers? 
Ministers? 

All are proper sources of help provided they can listen objectively 
and uncritically and can maintain confidences. Teachers and family 
physicians are also often skillful counselors. In any case, the young 
adult should be •wary of the person who offers advice too readily, im- 
poses his own values, or seeks to foster dependence upon the counselor. 
The skillful counselor helps the individual find his own solution to a 
problem in his own terms. In cases of serious trouble professional medi- 
cal help should be obtained. 

Are there agencies or institutions in the community speciftctdly con- 
cerned ivith the problems of the young adult? What is their function? 

This depends to a very real extent upon the community. The 
greatest number of facilities lies along the eastern and western 
coastal areas and in the larger central cities. Some minimal facility, 
that is for emergency care, is available almost everysvhere, even though 
in sparsely populated areas it may be necessary to travel some miles to 
get to it. Schools, churches, public and private psychiatric clinics, 
family doctors and psychiatrists, family service offices, and mental 
hygiene groups, all may offer assistance in environmental and school 
adjustment, job and marriage counseling, parent-child relationships, or 
treatment for emotional illness. The quality of such help is generally 
getting better, but despite the fact that more numerous facilities are 
available to young adults than to any other group in the population. 
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they are distinctly inadequate. We must have more and better of 
everything we already have. We need more new ways of dealing with 
the problems and must apply more imagination to them. More clinics 
and more personnel are needed and, of course, more money, private 
and public. Especially, more education is necessary. 

The National Association for Mental Health and many local mental 
health and educational groups have participated in programs to in- 
crease public awareness of emotional problems and their management. 
Advances in the whole social science area are reflected in mental health 
programs, national and local. These have improved rapidly in recent 
years, especially through the use of television, radio, and films for 
developing awareness of emotional problems and mental health facili- 
ties. These programs have done much to take the stigma out of emo- 
tional illness and have encouraged intelligent acceptance of the need 
for help with them. A most encouraging sign is the increasing, though 
still inadequate, fiscal attention being given to mental health problems 
by the government at local and state levels, and particularly at the 
federal level. 

What therapies or treatments seem to be most suitable to young 

adultsf What has been the nature of their success or failure? 

Any of the “talking out’* processes such as counseling or psycho- 
therapy have proved most useful when undertaken by properly trained 
personnel. Drugs of the tranquilizer group especially have proved useful 
in allaying symptoms and facilitating psychotherapy. 

Anxiety, psychoneuroses, and certain kinds of depression are com- 
monly seen at this age. Schizophrenia, a serious illness, has its highest 
incidence in young adults. There are probably many causes of this 
disease. One etiological factor may consist in the conflict between 
inner needs and outer realities. Schizophrenia seems to arise when in- 
dividuals whose emotional growth has been faulty or disrupted find 
themselves in life situations that are overwhelming. The realities of 
adult experience make heavy demands upon personality resources. 
Ordinarily, these realities provide adequate fulfillment of emotional 
needs. In persons who develop this illness, realities seem rather to in- 
terfere with adequate satisfaction of such needs at a critical level. In 
other words, there is increased sensitivity to emotional needs and in- 
stinctual impulses at a time when the pressures of social expectations, 
demands, and responsibilities are very intense. Such social pressures 
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may overwhelm the individual and destroy his usual defenses, so that 
he becomes unable to deal effectively with people and circumstances, 
or to achieve emotional satisfaction and fulfillment from them. Fright- 
ened, isolated, or frustrated, such an individual turns away from ex- 
ternal and usual objects and sources of gratification to internal and 
special ones. It may be this characteristic juxtaposition of pressures for 
and against feeling and impulse expression, the conflict between in- 
ternal need and external demands, that chiefly accounts for the high 
incidence of schizophrenia in young adults. Such illness is usually 
detected because of Unusual behavior, sudden changes in behavior, or 
insidious deterioration of f>ersonaIity patterns over long periods of 
time. Hospitalization may be required, at least for the acute phase of 
the illness, and sometimes for long periods. Various treatments are 
used singly and in combination. Among these are psychotherapy and 
intensive drug therapy. Insulin coma treatment, electroconvulsive 
therapy, and certain kinds of surgery have special and limited indica- 
tions, as do other pharmacological and physical therapies. Almost all 
of these are directed toward relief of symptoms rather than resolution 
of causes of illness. Recreational and occupational therapies are often 
used, especially in connection with inpatient programs. Present practice 
is to minimize rather than prolong the period of hospitalization, with 
outpatient treatment continuing for some time, and to emphasize 
psychotherapy over drug and physical therapies. Hospital facilities are 
seriously inadequate in number and many are woefully inadequate in 
the service they provide. Many general hospitals have set up psychiatric 
services, but there continues to be a critical need for many thousands 
of additional beds for emotionally disturbed people, especially young 
adults, in hospital situations where first-rate treatment, rather than 
custodial care, is emphasized. 

How successful is the treatment of mental disorders? 

It is very successful. In 1900 in one hospital, for example, the so- 
called cure rate for one form of schizophrenia was roughly 5 per cent 
against 95 per cent uncured. Now about 96 per cent are discharged as 
cured as against 4 per cent who remain ill. Even allowing for different 
interpretations of “cure” now as against 1900, this is a dramatic illus- 
tration of the fact that good treatment applied early is much more 
often successful than not. This is especially true in young adults who 
have the capacity to use treatment quite constructively. 
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Are the methods of treatment likely to undergo any change in the 
near futuret 

There is intense research going on in the whole area of mental 
illness. If there is as much progress in the twenty-hve years ahead as has 
occurred in the past twenty-five years-and this does not seem to be 
unduly sanguine-there will surely be better, shorter, and less ex- 
pensive treatment before long. We can look to chemotherapy for im- 
provement, and also expect useful refinements in the understanding 
and application of psychotherapy. 

Based on current studies, what might be predicted about the general 
mental health of young adults in the near future? 

We may expect the same high incidence of illness and the wide- 
spread, and as individuals and institutions adopt better mental health 
effective treatment and prevention are developed, we should see some 
reduction in illnesses. As insight into emotions becomes more wide- 
spread, and as individuals and institutions adopt better mental health 
procedures in their day-to-day routine, one would also expect to see 
some reduction in the incidence and degree of anxiety, at least in its 
milder forms. 
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Listed below is a directory of national, state, and local agencies to which 
individuals can turn for psychiatric help and mental health services. 
Individuals should look to their own community sources of help pri- 
marily; the national organizations can be of assistance mainly by pro- 
viding literature or by referral to the proper local agency. 


NATIONAL SOURCES: 

National Institute of Mental Health 
National Institutes of Health 
Bethesda 14, Maryland 

National Association for Mental 
Health, Inc. 

10 Columbus Circle 
New York 19, New York 

American Psychiatric Association 
1700 18th Street, N.W. 

Washington 9, D.C. 

American Psychological Association 
1333 16tli Street, N.W. 

Washington 6, D.C. 

Family Service Association of America 
44 East 23rd Street 
New York 10, New York 

Mental Health Materials Center 
104 East 25th Street 
New York 10, New York 

National Association for Retarded 
Children 

386 Park Avenue Soutli 
New York 16, New York 

National Organization for Mentally 111 
Children, Inc. 

171 Madison Avenue 
New York 16, New York 

National Rehabilitation Association 
1025 Vermont Avenue, N.W. 
Washington, D.C. 


American Public Welfare Association 
1313 East 60th Street 
Chicago 37, Illinois 

National Epilepsy League, Inc. 

208 N. Wells Street 
Chicago 6, Illinois 

Alcoholics Anonymous 
General Service Office 
P.O. Box 459 
Grand Central Station 
New York 17, New York 

Goodwill Industries of America 
1913 N Street, N.W. 

Washington 6, D.C. 

Child Welfare League of America 
44 East 23rd Street 
New York 10 New York 

American National Red Cross 
17th & D Streets, N.W. 

Washington 6, D.C. 

Community Chests of America, Inc. 
155 East 44th Street 
New York 17, New York 

National Catholic Welfare Conference 
1312 Massachusetts Avenue, N.W. 
Washington 5, D.C. 

Senior Citizens of America 
1129 Vermont Avenue, N.W. 
Washington 5, D.C. 

National Jewish Welfare Board 
145 East 32nd Street 
New York 16, New York 
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National Council on Alcoholism 
2 East 108rd Street 
New York 29, New York 

Licensed Beverage Industries, Inc. 
Division of Education Studies 
155 East 44tli Street 
New York 17, New York 

National Association of Social Workers 
95 Madison Avenue 
New York 16, New York 

Pan American Sanitary Bureau 
Regional Office of Woild Health 
Organization 

1501 New Hampshire Avenue, N.W. 
Washington 6, D.C. 

National Council of Churches 
475 Riverside Drive 
New York 27, New York 

Salvation Army 

120 West 14th Street 

New York 11, New York 

Alcoholics Anonymous Family Groups 
Council 

40 East 40th Street 
New York 17, New York 

The American Speech and Hearing 
Association 

1001 Connecticut Avenue, N.W. • 
Washington 6, D.C. 

American Association on Mental 
Deficiency, Inc. 

Mansfield Depot, 

Connecticut 

STATE SOURCES: 

State Department of Public Health 
Montgomery, 

Alabama 

Alabama Association for Mental 
Health, Inc. 

901 18th Street, South 
Birmingham 5, Alabama 

Alaska Department of Health and 
Welfare 
Juneau, 

Alaska 


Alaska Association for Mental Health 
P.O. Box 777 
Anchorage, Alaska 

State Department of Health 
Phoenix, 

Arizona 

Arizona Association for Mental 
Health, Inc. 

1515 East Osborne Road 
Phoenix, Arizona 

State Board of Health 
Little Rock, 

Arkansas 

Arkansas Association for Mental Health 

Tower Building 

Room 1085 

Little Rock. Arkansas 

State Department of Mental Hygiene 
Sacramento, 

California 

California Association for ^^cntal 
Health 

1222 Noriega Street 

San Francisco 22, California 

State Department of Public Health 
Denver, 

Colorado 

Colorado Association for Mental 
Health, Inc. 

1735 Gaylord Street 
Denver 6, Colorado 

State Department of Mental Health 
Hartford, 

Connecticut 

The Connecticut Association for Mental 
Health, Jnc. 

1303 Chapel Street 
New Haven, Connecticut 

State Board of Trustees 
Delaware State Hospital 
Farnhurst, Delaware 

Mental Health Association of Delaware 
1505 North Franklin Street 
Wilmington, Delaware 
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District of Columbia Department of 
Public Health 
Washington, 

D.C. 

District of Columbia Association for 
Mental Health, Inc. 

3000 Connecticut Avenue, N.W. 
Washington 6, D.C. 

State Board of Health 
Jacksonville, 

Florida 

Florida Association for Mental Health 
P.O. Box 5841 
Jacksonville 7, Florida 

Department of Public Health 
Atlanta, 

Georgia 

The G’orgia Association for Mental 
Health, Inc. 

209-212 Henry Grady Office Building 
Atlanta 3. Georgia 

State Department of Health 
Honolulu, Oahu, 

Hawaii 

The Mental Health Association of 
Hawaii 

1407 Kalakaua Avenue 
Honolulu 14. Hawaii 

State Department of Health 
Boise, 

Idaho 

Idaho Mental Health Association 
#\ Route 
Gooding, Idaho 

State Department of Mental Health 
Springfield, 

Illinois 

Illinois Association for Mental Health 
7091/^ East Adams 
Springfield, Illinois 

State Department of Mental Health 
Indianapolis, 

Indiana 


Indiana Association for Mental Health 
615 North Alabama Street 
Indianapolis, Indiana 

The Psychopathic Hospital 
Iowa City, 

Iowa 

The Iowa Association for Mental Health 
306 Flynn Building 
Des Moines, Iowa 

State Board of Health 
State Office Building 
Topeka, Kansas 

The Kansas Association for Mental 
Health 

214 West 6th Street 
Topeka. Kansas 

State Department of Mental Health 
Louisville 2, 

Kentucky 

State Department of Hospitals 
Baton Rouge, 

Louisiana 

Louisiana Association for Mental Health 
1528 Jackson Avenue 
New Orleans 13, Louisiana 

State Department of Health and 
Welfare 
State House 
Augusta. Maine 

Maine Association for Mental Health 
38 Oak Street 
Orono, Maine 

State Department of Health 
Baltimore 18, 

Maryland 

Maryland Association for Mental 
Health, Inc. 

2100 North Charles Street 
Baltimore 18, Maryland 

State Department of Mental Health 
Boston 8, 

Massachusetts 
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The Massachusetts Association for 
Mental Health, Inc. 

41 Mt. Vernon Street 
Boston 8, Massachusetts 

State Department of Mental Health 
Lansing IS, 

Michigan 

Michigan Society for Mental Health 
1528 Woodward Avenue 
Detroit 26, Michigan 

State Department of Public Welfare 
St. Paul 1, 

Minnesota 

Minnesota Association for Mental Health 
1645 Hennepin Avenue 
Minneapolis S, Minnesota 

State Board of Health 
Jackson, 

Mississippi 

The Mississippi Association for Mental 
Health 

State Office Building 
Jackson, Mississippi 

Department of Public Health and 
Welfare 
Jefferson City, 

Missouri 

Missouri Association for Mental Health 
705 Jefferson Street 
Jefferson City, Missouri 

State Department of Mental Hygiene 
Montana State Hospital 
Warm Springs, Montana 

Montana Association for Mental Health 
815 Spruce Street 
Anaconda, Montana 


Nevada Association for Mental 
Health, Inc. 

1622 South Commerce Street 
Las Vegas, Nevada 

State Commission of Mental Health 
Concord, 

New Hampshire 

State Department of Institutions and 
Agencies 
Trenton 25, 

New Jersey 

The New Jersey Association for Mental 
Health, Inc. 

60 South Fullerton Avenue 
Montclair, New Jersey 

State Department of Public Health 
Santa Fe, 

New Mexico 

New Mexico Association for Mental 
Health 

2887 San Mateo Boulevard 
Albuquerque, New Mexico 

State Department of Mental Hygiene 
State Office Building 
Albany, New York 

The New York State Association for 
Mental Health, Inc. 

105 East 22nd Street 
New York 10, New York 

State Board of Health 
Raleigh, 

North Carolina 

The North Carolina Mental Health 
Association, Inc. 

P.O. Box 858 

Greenville, North Carolina 

State Department of Health 
Capitol Building 
Bismarck, North Dakota 


State Department of Health 
Lincoln 9, 

Nebraska 

State Department of Health 
Carson City, 

Nevada 


North Dakota Mental Health 
Association 
P.O. Box 204 
Jamestown, North Dakota 
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Department of Mental Hygiene and 
Correction 
Columbus 16, 

Ohio 

The Mental Health Federation, Inc. 
819-820 Union Central Building 
Cincinnati 2, Ohio 

State Department of Health 
State Capitol Building 
Oklahoma City 5, Oklahoma 

The Oklahoma Association for Mental 
Health, Inc. 

309 Municipal Auditorium 
Oklahoma City, Oklahoma 

State Board of Health 
Portland 1, 

Oregon 

Mental Health Association of Oregon 
427 S W. 11th Avenue 
Portland 5, Oregon 

State Department of Public Welfare 
Flarrisburg, 

Pennsylvania 

Pennsylvania Mental Health, Inc. 

1601 Walnut Street 
Philadelphia 3, Pennsylvania 

State Department of Social Welfare 
Providence, 

Rhode Island 

The Rhode Island Association for 
Mental Health, Inc. 

244 Thayer Street 
Providence 6, Rhode Island 

State Mental Health Commission 
Columbia 2, 

South Carolina 

South Carolina Association for Mental 
Health 

2739 Devine Street 
Columbia, South Carolina 

State Department of Health 
Pierre, South Dakota 

South Dakota Mental Health 
Association 
P.O. Box 213 
Huron, Sotith Dakota 


State Department of Mental Health 
Nashville, 

Tennessee 

Tennessee Mental Health Association 
218 Broadway National Bank Building 
Broadway and Third 
Nashville 3, Tennessee 

State Department of Health 
Austin, 

Texas 

The Texas Association for Mental 
Health 

2410 San Antonio Street 
Austin 5, Texas 

State Department of Health 
Salt Lake City 13, 

Utah 

Utah Association for Mental Health 
132 East Second South 
Salt Lake City, Utah 

Department of Health 
Burlington, 

Vennont 

State Department of Mental Hygiene 
and Hospitals 
Richmond 14, 

Virginia 

The Viiginia Association for Mental 
Health, Inc. 

312 West Grace Street 
Richmond, Virginia 

State Department of Health 
Seattle 4, 

Washington 

Washington Association for Mental 
Health 

111 North Tacoma Avenue 
Tacoma, Washington 

State Department of Mental Health 
Charleston 5, 

West Virginia 

The West Viiginia Association for 
Mental Health, Inc. 

2261/2 Capitol Street 
Charleston, West Virginia 
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State Department of Public Welfare 
State Capitol Building 
Madison 2 , Wisconsin 

Wisconsin Association for Mental 
Health 

P.O. Box 1486 
Madison, Wisconsin 

State Department of Public Health 
Senate Office Building 
Cheyenne, Wyoming 

Wyoming Assodation for Mental Health 
10 West Winthrop 
Newcastle, Wyoming 

REGIONAL OFFICES OF THE DE- 
PARTMENT OF HEALTH. EDUCA- 
TION. AND WELFARE (MENTAL 
HEALTH STAFF) 

Region I— (Connecticut, Massachusetts, 
New Hampshire, Rhode Island, 
Maine, Vermont) 

Mental Health Division 
Regional Office, Department of 
Health, Education, and Welfare 
120 Boylston Street 
Boston 16, Massachusetts 

Region II— (Delaware, New Jersey, New 
York, Pennsylvania) 

Mental Health Division 
Regional Office, Department of 
Health, Education, and Welfare 
Room 1200 
42 Broadway 
New York 4, New York 

Region III— (Kentucky, North Carolina, 
Maryland, Puerto Rico, Virginia, 
West Virginia, Virgin Islands, 
District of Columbia) 

Mental Health Division 
Regional Office, Department of 
Health, Education, and Welfare 
700 East Jefferson Street 
Charlottesville, Virginia 

RegioH IV— (Alabama, Georgia, Florida, 
Tennessee, South Carolina, Missis- 
sippi) 

Mental Health Division 


Regional Office, Department of 
Health, Education, and Welfare 
Room 440 

50 Seventh Street, N.E. 

Atlanta 23, Georgia 

Region V— (Illinois, Ohio, Michigan, 
Indiana, Wisconsin) 

Mental Health Division 
Regional Office, Department of 
Health, Education, and Welfare 
Room 712 

New Post Ollice Building 
433 West Van Buren Street 
Chicago 7, Illinois 

Region VI— (Iowa, North Dakota, South 
Dakota, Kansas, Nebraska, Minne- 
sota, Missouri) 

Mental Health Division 
Regional Office, Department of 
Health, Education, and Welfare 
Federal Office Building 
911 Walnut Street 
Kansas City 6, Missouri 

Region VII— (Arkansas, Texas, Okla- 
homa, Louisiana, New Mexico) 
Mental Health Division 
Regional Office, Department of 
Health, Education, and Welfare 
1114 Commerce Street 
Dallas 2, Texas 

Region VIII— (Colorado, Utah, Idaho, 
Wyoming, Montana) 

Mental Health Division 
Regional Office, Department of 

Health, Education, and Welfare 
First National Bank Building 
621 Seventeenth Street 
Denver 2, Colorado 

Region IX— (Arizona, California, Ne- 
vada, Oregon, Washington, Alaska, 
Guam, Hawaii) 

Mental Health Division 
Regional Office, Department of 

Health, Education, and Welfare 
Room 441, Federal Office Building 
Civic Center 

San Francisco 2, California 
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LOCAL SOURCES: 

Alcoholism clinics 
American Red Cross local chapters 
Associations for retarded children 
Board of education (especially for 
psychological testing) 

Catholic charity agencies 
Child welfare services 
Church pastors and clergymen 
Community chest agencies 
County or city health department, 
mental health division 


Department of public welfare 
Department of rehabilitation 
General hospital psychiatric services 
Jewish social service agencies 
Marriage counseling agencies 
Medical bureaus 

Mental Health associations (voluntary 
agencies) 

Mental Health clinics 
Salvation Army 
School counseling services 
Suicide prevention centers (exist in a 
few major cities) 
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GLOSSARY 


ABERRATION: A temporary lapse from normal behavior; mental 
disorder, kind not specified. 

ABNORMAL BEHAVIOR: Departure from the norm, however de- 
fined. 

ABORTION: Expulsion of the human fetus prematurely, particu- 
larly at any time before it is viable. 

ABREACTION: Emotional release or discharge resulting from re- 
calling to awareness a painful experience which has been for- 
gotten (repressed) because it was consciously intolerable. The 
therapeutic effect of abreaction is through discharge of the painful 
emotions, desensitization to them, and often increased insight. 

ACAROPHOBIA: Morbid dread of skin parasites. 

ACCIDENT: An event that was not intended or desired, especially 
one in which there is damage to persons or property. 

ACCIDENT PRONE: Special susceptibility to accidents resulting 
from psychological or physical causes. 

ACNE: A chronic inflammatory condition of the skin of the face, back, 
and chest, marked by many pimples; prevalent between puberty 
and the age of thirty. 

ACROPHOBIA: Morbid fear of heights. 

ACTING OUT: Expression of unconscious emotional conflicts or 
feelings of hostility or love in actions that the protagonist does not 
consciously know are related to such conflicts or feelings. May be 
harmful or, in controlled situations, therapeutic (e.g., children’s 
play therapy). 

ACTIVITY GROUP THERAPY: One type of Group therapy (q.v.), 
especially suitable for children. 

ACUTE SITUATIONAL OR STRESS REACTION: A diagnostic 
term sometimes employed for certain acute emotional reactions 
incident to severe environmental stress as, for example, in military 
operations or civilian disasters. 
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ACYCLIC: Occurring independently of the menstrual cycle. 

ADAPTATION: Change in structure or behavior that has survival 
value; generally, any beneficial change to meet environmental 
demand. 

ADDICTION: Strong emotional and physiological dependence upon 
alcohol or a drug, which has progressed beyond voluntary control. 

ADDICTION SYNDROME: See Syndrome. 

ADJUNCTIVE THERAPY: An additional therapy, supplementing, 
but not an essential part of, the primary form of treatment. See 
Therapy. 

ADJUSTMENT: A condition of harmonious relation to the environ- 
ment wherein one is able to obtain satisfaction for most of one’s 
needs. 

ADOLESCENCE: The period from the beginning of puberty to the 
attainment of maturity; the transitional stage during which the 
youth is becoming an adult man or woman. 

ADOPTION: The voluntary acceptance of a child of other parents as 
one's own; especially such acceptance as sanctioned by a legal 
process. 

ADRENALIN: A hormone secreted by the central or medullary por- 
tion of the adrenal glands. 

ADRENERGIC: Acting like Adrenalin (q.v.). Characterizing the 
hypothesized action of certain nerve fibers that produce at their 
terminals a substance called Sympathin (q.v.). 

AEROPHAGIA: Excessive or morbid air swallowing. 

AEROPHOBIA: Morbid dread of a current of air (draft). 

AFFECT: A person’s emotional feeling tone. Affect and emotion are 
commonly used interchangeably. 

AFFECTIVE PSYCHpSIS: A psychotic reaction in which the pre- 
dominant feature is a severe disorder of mood or emotional feel- 
ings. In general, equivalent to Manic-depressive psychosis (q.v.). 

AGE SPACING: The spacing of children in a family for the optimum 
distribution of ages with respect to the mother’s health and sibling 
compatibility. 
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AGENESIS: See Aplasia. 

AGGRESSION: In psychiatry, forceful attacking action, physical, 
verbal, or symbolic. 

CONSTRUCTIVE AGGRESSION: Self-protective and preserva- 
tive; realistically evoked by threats from others; includes 
healthful self-a.ssertiveness which is necessary to protect one’s 
reasonable rights. 

DESTRUCTIVE AGGRESSION: Not realistically essential for 
self-preservation or protection. 

INWARD AGGRESSION: Directed toward the self. 

AGING: The continuous process, beginning at conception and ending 
with death, wherein the structures and functions of an organism 
first become mature and then deteriorate. 

AGITATED DEPRESSION: A psychotic depression accompanied by 
gross and continuous physical restlessness. See Depression. 

AGITATION: State of chronic restlessness; a major psychomotor 
expression of emotional tension. 

AGNOSIA: Inability to recognize and interpret the significance of 
sensory impressions due to organic brain disorders. 

AGORAPHOBIA: Morbid fear of open spaces. 

AKINESIC MUTISM: Mutism caused by loss or impairment of motor 
functioning. See Mutism. 

ALCOHOLIC PSYCHOSES: A group of severe mental disorders, 
associated with brain damage or dysfunction, resulting from ex- 
cessive use of alcohol. See also Psychosis. 

ALCOHOLISM: The overuse of alcohol to the extent of habituation, 
dependence, or addiction. Alcoholism is medically significant 
when it impairs or threatens physical or mental health, or when 
it hampers personal relationships and individual effectiveness. 

ALIENIST: Obsolescent legal term for a psychiatrist who testifies in 
court as to a person’s sanity and mental competence. 

ALZHEIMER’S DISEASE: A degenerative organic brain disease gen- 
erally occurring in middle life. Similar to Pick’s disease (q.v.). 
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AMAUROSIS: Loss of sight due to defect of the optic nerve; partial 
or absolute blindness from whatever cause. 

AMAUROTIC IDIOCY: A form of congenital amaurosis, associated 
with severe mental defect and leading to early death. 

AMBIVALENCE: The coexistence of two opposing drives, desires, 
feelings, or emotions toward the same person, object, or goal. 
These may be conscious or partly conscious, or one side of the 
feelings may be unconscious. Example: love and hate toward the 
same person. 

AMEBIASIS: Infection with, or a disease caused by, amebas. 

AMENORRHEA: Absence or suppression of menstruation from any 
cause other than pregnancy or menopause. 

AMENTIA: Literally, absence of intellect as in severe congenital 
Mental deficiency (q.v.). The basis of amentia is usually organic 
and due to a developmental lack of adequate brain tissue. To be 
distinguished from Dementia (q.v.). 

AMNESIA: Pathologic loss of memory; forgetting; a phenomenon in 
which an area of one’s experience or recollections is split off and 
becomes consciously inaccessible. It may be of organjc, emotional, 
or mixed origin, and sharply circumscribed in limits of time (i.e., 
anterograde, forward in time; or retrograde, backward in time). 

AMPHETAMINE: A drug used in its sulfate form in narcolepsy, 
depressive psychopathic conditions, and for control of appetite in 
weight reduction. 

AMPUTEE: A person who has had a limb or limbs amputated. 

AMUCK: Characterized by a state of frenzy; an emotional outburst 
with homicidal tendencies. 

AMYOTROPHIC LATERAL SCLEROSIS: A form of progressive 
muscular atrophy due to sclerosis of the lateral columns of the 
spinal cord. 

ANACLITIC: Leaning on. -In psychoanalysis, denotes dependence of 
the infant on the mother or mother substitute for his sense of 
well-being (e.g., gratification through nursing). Normal in child- 
hood; pathologic in adult years. 
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ANACXiITIG DEPRESSION: An acute and striking impairment of 
an infant’s physical, social, and intellectual development which 
sometimes occurs following a sudden separation from the mother- 
ing person. See also Depression. 

ANAL CHARACTER: A pattern of personality traits believed to be 
due to the habits, attitudes, and values formed when the child was 
learning control of defecation. Associated with the pleasure of 
Anal expulsion are the tendencies to conceit, suspicion, ambition; 
associated with the pleasure of Anal retention are the tendencies to 
meticulousness, parsimony or avarice, orderliness, and obstinacy. 

ANAL EROTISM: Pleasurable part of the experience of anal func- 
tion. In later life anal erotism usually appears in disguised and 
sublimated forms. See also Erotic; Sublimation. 

ANAL FIXATION: Marked anal character resulting from the child's 
Inability to reconcile anal pleasure with social demands. 

ANALGESIA: A state in which the sense of pain is lulled or stopped. 

ANALYSAND: A patient in psychoanalytic treatment. 

ANALYSIS: A common synonym for Psychoanalysis (q.v.). 

ANALYTIC PSYCHOLOGY: Metapsychologic system developed by 
the Swiss psychoanalyst, Carl Gustav Jung (1875-1961), which 
minimizes the influence of sexual factors in emotional disorders 
and stresses instead an inherited racial unconscious and a mystical 
religious factor. 

ANAMNESIS: The developmental history of an individual and of his 
illness, especially a patient’s recollections. 

ANDRIC: Of, or belonging to, a male person. 

ANDROGEN: A hormone that influences the development of male- 
ness, either of structure or behavior. 

ANESTHESIA: Loss of feeling or sensation, especially loss of tactile 
sensation, produced by disease, by hypnotism, or by administra- 
tion of certain drugs, gases, etc. 

ANEURYSM: A sac filled with blood formed by the dilatation of the 
walls of an artery or vein. 
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ANGER: An emotional reaction— aroused by being interfered with, 
injured, or threatened— that is characterized by certain distinctive 
facial grimaces, marked reactions of the autonomic nervous sys* 
tern, and by overt or concealed symbolic activities of attack or 
offense. 

ANGINA PECTORIS: A heart disease marked by spasms of pain and 
suffocation in the chest. 

ANIMA: A term in Jungian psychology denoting the unconscious or 
inner being as distinguished from the Persona (q.v.), the outward 
attitudes and character. 

ANIMAL BEHAVIOR: The responses of subhuman animals to 
stimuli. 

ANIMAL PSYCHOLOGY: The study of the behavior of animals, 
especially, the comparative study of different animal species. In 
many such studies the purpose is to derive general psychological 
principles. 

ANOMIE: The state of being without organization or system, espe- 
cially without natural law or uniformity. 

ANOREXIA NERVOSA: A syndrome marked by severe and pro- 
longed loss of appetite with marked weight loss and other symp- 
toms resulting from emotional conflict. 

ANOSMIA: Lack of sensitivity to smells. 

ANOVULATION: Suspense or cessation of ovulation. 

ANOVULATORY BLEEDING: Bleeding connected with anovu- 
lation. 

ANOXIA: Deficiency in the supply of oxygen to the tissues. 

ANTABUSE: A drug used in the treatment of chronic alcoholism. Also 
known as Disulfiram and Tetraethylthiuram Disulfi4e. Antabuse 
treatment is a form of deconditioning and is to be considered as 
adjunctive therapy. 

ANTHROPOLOGY: The science of man; the comparative study of 
the chief divisions of man, including somatic characteristics, 
social habits and customs, ling^iistics, and prehistory. 
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ANTIBIOTIC THERAPY: Treatment based on the use of substances 
derived from a mold or bacteria which inhibits the growth of 
other microorganisms. 

ANTICONVULSANT; An agent, as a drug, that tends to prevent 
or arrest convulsions. 

ANTIDEPRESSANT: A drug used in the treatment of depression. 

ANXIETY; Apprehension, tension, or uneasiness which stems from 
the anticipation of danger, the source of which is largely unknown 
or unrecognized. Anxiety is primarily of intrapsychic origin, in 
distinction to fear which is the emotional response to a consciously 
recognized and usually external threat or danger. Anxiety and 
fear are accompanied by similar physiologic changes. Anxiety may 
be regarded as pathologic when it is present to such extent as 
to interfere with effectiveness in living, the achievement of desired 
realistic goals or satisfactions, or reasonable emotional comfort. 

ANXIETY HYSTERIA: Obsolescent term for a reaction charac- 
terized by the presence of phobias. See also Hysteria. 

ANXIETY NEUROSIS: See under Neuroses. 

APATHY; Lack of feeling or interest in situations that usually pro- 
voke such reactions. 

APHASIA: Loss of ability to pronounce words, or to name common 
objects and indicate their use correctly. In Motor aphasia under- 
standing remains but the memory traces necessary to produce a 
certain sound are lost. In Sensory aphasia ability to comprehend 
the meaning of words or phrases or the use of objects has been 
lost. Aphasias are due to organic brain disorder. 

APHONIA: Loss of voice arising either from organic or from psychic 
causes, but not from brain lesion. The term is generally used today 
in connection with organic causes. 

APHRODISIAC: Any agent that arouses sexual impulses. 

APLASIA: Complete or partial failure of tissue to develop. 

APOPLEXY: Sudden loss of consciousness and motor control caused 
by cerebral hemorrhage or thrombosis. 

APPERCEPTION: Perception with understanding. 
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APPESTAT: The mechanism in the brain concerned with control of 
the amount of food intake. 

APPLIED PSYCHOLOGY: The science or art of securing desired 
conduct in oneself or others. It deals with, or utilizes, all the 
physical, physiological, or social conditions as these relate to the 
person’s effectiveness in the desired conduct. 

APTITUDE: The capacity to acquire proficiency with a given amount 
of training, formal or informal. 

APTITUDE TEST: A set of tasks so chosen and standardized that 
they yield an estimate of a person’s aptitude on other tasks not 
necessarily having similarity to the test tasks. 

AQUAPHOBIA: Morbid fear of water. 

ARMAMENTARIUM: The equipment, especially of instruments 
or medicines, for use by a practitioner of medicine, dentistry, 
surgery, etc. 

ARTERIOSCLEROSIS: Thickening of the walls of the arteries. 

ARTHRITIS: Inflammation of a joint. 

ART THERAPY: Use of art expression in the treatment of mental 
disorders. 

ASSOCIATION: Relationship between ideas or emotions by con- 
tiguity, continuity, or by similarities. 

ASTHENIA: Weakness. 

ASTHMA: A disea.se marked by recurrent attacks of difficult respira- 
tion, due to some temporary change in the bronchial tubes or 
to a reflex spasm of the diaphragm. 

ATARACTIC: Any agent or drug intended to induce ataraxy. 

ATARAXY: Absence of anxiety; untroubled calmness. 

s 

ATAXIA: A loss of the power of muscular coordination. 

ATOMICITY: Chemical valence, i.e., the power of an atom or group 
of atoms to combine with another atom or group of atoms: the 
degree of power that exists between certain bodies or substances, 
causing them to unite or produce a specific effect upon each other. 
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ATROPHY: A wasting away or decrease in size of cell, tissue, organ, 
or body part. 

AURA: A premonitory subjective sensation. In epilepsy, an aura 
often precedes the convulsion. 

AUTHORITY: A relation between two or more persons in which 
the commands, suggestions, or ideas of one of them influences 
the other(s). 

AUTISM (AUTISTIC THINKING): A form of thinking that at- 
tempts to gratify unfulfilled desires without due regard for reality. 
Objective facts are distorted, obscured, or excluded in varying 
degree. 

AUTOEROTISM: Securing or attempting to secure sensual gratifica- 
tion from oneself. A characteristic of an early stage of emotional 
development. 

AUTOMATISM: Automatic and apparently undirected symbolic 
behavior which is not consciously controlled. Seen in Schizophre- 
nia, Dissociative reactions, and Epilepsy (q.v.). 

AUTONOMIC NERVOUS SYSTEM: That part of the nervous 
system ordinarily not subject to voluntary control. It operates 
outside of consciousness and controls basic life preserving func- 
tions such as the heart rate and breathing. 

BARBITURATE: A salt of barbituric acid used in medicine as a 
hypnotic, sedative, and antispasmodic. 

BATTLE FATIGUE: See Combat fatigue. 

BED-WETTING: See Enuresis. 

BEHAVIORISM: A body of psychologic theory developed by John 
B. Watson (1878-1958), concenied chiefly with objectively ob- 
servable, tangible, and measurable data, rather than with sub- 
jective phenomena such as ideas and emotions. 

BELLADONNA: A plant (deadly nightshade) with poisonous leaves 
and roots, used in medicine as a narcotic, antispasmodic, and 
respiratory and cardiac stimulant. 

BELL’S PALSY: Peripheral facial paralysis. 

BEN2XDRINE: Proprietary name for Amphetamine (q.v.). 
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BERDACHE: One who adopts the dress and the manner of living of a 
person of the opposite sex. 

BESTIALITY: Sexual relations between human and animal. 

BIMODAL: Refers to a distribution that has two points at which the 
frequencies, or numbers of cases, are considerably greater than on 
either side of those points. 

BIRTH CONTROL: See Planned parenthood. 

BIRTHMARK: A congenital disfigurement or blemish; generally 
a pigmented place on the skin. 

BIRTH ORDER: Relative order of birth of children in a single 
family. 

BIRTH TRAUMA: According to Otto Rank (1844-1939), the psychic 
shock of birth. 

BISEXUALITY: Possession of the bodily or psychological charac- 
teristics (generally only the secondary sex characteristics) of both 
sexes. 

BLACKOUT: A term denoting the loss of consciousness. Blackout 
threshold: the level of oxygen deprivation at which such loss occurs. 

BLOCKING: Difficulty in recollection, or interruption of a train 
of thought or speech, due to emotional factors usually unconscious. 

BLOOD PLAQUE: A patch or small differentiated area on the skin 
or a mucous surface. 

BLOOD PRESSURE: The pressure exerted by the blood against 
the walls of the arteries. 

BODY IMAGE: The picture one has of one’s own body at any moment, 
derived from internal sensations, postural changes, contact with 
outside objects and people, emotional experiences, and fantasies. 

BODY LANGUAGE: A term used by psychiatrists to cha;racterize the 
expression of feelings or thoughts by body movements. 

BODY TYPE: A scheme for- classification of individuals according to 
the pattern of anatomical characteristics, usually with the assump- 
tion that certain psychological characteristics are associated with 
each pattern. 
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BORBORYGMI: Rumblings, gurglings, etc., in the stomach or intes- 
tines, produced by gas in the alimentary canal, and audible at a 
distance. 

BORDERLINE PATIENT: (technical slang) A person near the divid- 
ing line between normal mental ability and mental deficiency. 

BRAIN: That portion of the central nervous system enclosed within 
the skull. It includes the cerebrum, midbrain, cerebellum, pons, 
and medulla. 

BRAIN ATROPHY; A wasting away of brain tissue. 

BRAIN DAMAGE: Any structural injury to the brain, whether by 
surgery, accident, or disease; any brain injury before, during, or 
very soon after birth. 

BRAIN DISORDER, ORGANIC: Any psychological syndrome caused 
by impairment of brain tissue function; corresponds in general to 
organic psychosis. See Psychosis. 

BRAIN METABOLISM: See Metabolism. 

BRAIN SYNDROME: A group of symptoms resulting from impaired 
brain function. May be acute (reversible) or chronic (irreversible). 

BRAIN TRAUMA: See Trauma. 

BRAIN TUMOR: See Tumor. 

BRAINWASHING: A metaphorical term for the process of inducing 
a person to depart radically from his former behavior patterns 
and standards, and to adopt those imposed on him by his captors. 

BRAIN WAVES: Spontaneous fluctuations in the electrical activity 
of the brain. 

BREAKDOWN: A sudden onset of severe painful emotions, such as 
anxiety, tension, or feelings of guilt, which may be accompanied 
by physical symptoms, such as headache or dizziness, without a 
real physical basis. 

BROMIDE: A drug (compound of bromine with another element) 
used in the treatment of epilepsy, and as a cardiac and cerebral 
depressant. 

BULIMIA: Morbidly increased hunger. 
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CALLIGRAPHY: Fair or elegant writing or penmanship; handwriting 
in general. 

CALORIE: A unit of heat expressing the heat-producing or energy- 
producing value of food. 

CANNIBALISM: Act or practice of eating human flesh by mankind; 
hence, murderous cruelty, bloodthirsty barbarity. 

CARBON DIOXIDE (CO,) THERAPY: See under Shock treatment, 

CAR SICKNESS: Nausea, dizziness, and sometimes vomiting, similar 
to sea and air sickness, sometimes caused by riding on a train 
or in an automobile. 

CASTRATION: Loss of the genital organs. In psychiatry, usually the 
fantasied loss of the penis. Also used figuratively to denote state 
of impotence, powerlessness, helplessness, defeat, etc. See also 
Castration complex under Complex. 

CASTRATION ANXIETY: Anxiety due to danger (usually fantasied) 
of loss of the genitals or injuries to them. See also Castration com- 
plex under Complex. 

CATALEPSY: A condition in which the limbs or body remain pas- 
sively in any position in which they are placed. ^ 

CATAPLEXY: Momentary loss of skeletal muscular tone with result- 
ing weakness, induced 'by fear or shock; distinguished from Cata- 
lepsy (q.v.). 

CATATONIA: A type of schizophrenia characterized by immobility 
with muscular rigidity or inflexibility. Alternating periods of 
physical hyperactivity and excitability may occur, and generally 
there is marked inaccessibility to ordinary methods of com- 
munication. See Schizophrenia. 

CATHARSIS: (1) The healthful (therapeutic) release of ideas through 
a "talking out” of conscious material accompanied by the appro- 
priate emotional reaction. (2) The release into awareness to some 
extent of repressed (i.e., "forgotten”) material or experiences from 
the unconscious. Abreaction (q.v.) and catharsis are sometimes 
incorrectly used interchangeably. 

CATHEXIS: Attachment of emotional feeling and significance to an 
idea or object, most commonly a person. 
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GAUSALGIA: Sensation of burning pain due to a wound or injury 
of a peripheral nerve. 

CELL: The fundamental structural unit of organized living bodies. 

CENOTROPE: A behavior pattern or habit shown by all members of a 
large group having the same biological equipment and the same 
sorts of exp>erience. 

CENSOR: In psychoanalytic theory, a part of the unconscious self 
(i.e., the suf>erego and parts of the ego) which functions as a 
guardian to prevent the emergence of repressed material into 
consciousness. 

CENTRAL NERVOUS SYSTEM: The brain and spinal cord. 

CEPHALALGIA: Headache, or head pain. 

CEREA FLEXIBILITAS: The “waxy flexibility” often present in 
catatonic schizophrenia in which the patient’s arm or leg remains 
passively in the position in which it is placed. 

CEREBELLUM: One of the major divisions of the brain. 

CEREBRAL ARTERIOSCLEROSIS: Disease of the blood vessels in 
the brain. 

CEREBRAL DYSRHYTHMIA: Abnormal rhythm in brain waves as 
revealed by E.E.G. (q.v.). 

CEREBRAL HEMORRHAGE: Hemorrhage into the substance of 
the cerebrum. 

CEREBROSPINAL FLUID: Lymph filling all the spaces in the 
cranial cavity and the spinal canal not occupied by solid tissues 
and blood vessels. 

CEREBRUM: The main division of the brain in vertebrates, con- 
sisting of two hemispheres. It is probably of critical importance 
in mental activity or discriminatory behavior. 

CHANGE OF LIFE: See Menopause. 

CHARACTER: In psychiatry, the sum of the relatively fixed per- 
sonality traits or habitual modes of response of an individual. 

CHARACTER ANALYSIS: Analysis of the personality traits or 
defenses which characterize an individual. 
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CHARACTER DEFENSE: The concept of character or personality 
traits as serving an unconscious defensive purpose. See also Char- 
acter disorder. 

CHARACTER DISORDER: Unhealthy patterns of behavior and 
emotional response which are to varying degrees socially un- 
acceptable or disapproved, accompanied by minimal outward 
evidence of anxiety or symptoms as ordinarily seen in the neuroses. 
The symptoms are Ego-syntonic (q.v.). Approximates concept of 
Character neurosis. 

CHARACTER NEUROSIS: See Character disorder. 

CHARACTER STRUCTURE: The integration of character traits. 
See Character. In psychoanalysis, the traits that result from the 
efforts of the superego to control the id. See Id; Superego. 

CHEMOTHERAPY: Treatment of internal disease by means of 
chemical substances or drugs. 

CHILD ANALYSIS: Treatment of a child according to psychoanalytic 
principles, utilizing play diagnosis and less formal techniques 
than in usual analysis. 

CHILD DEVELOPMENT: An interdisciplinary study^of the changes 
that take place in a child as he passes from birth to maturity, or 
(more commonly) from the end of infancy to the beginning of 
adolescence. 

CHILD GUIDANCE: Study and treatment of the child, with em- 
phasis on preventive or prophylactic measures designed to mini- 
mize the chances of mental and emotional disorders. Focus is 
mainly on the child’s familial, educational, and social milieu. 

CHILD GUIDANCE CLINIC: A clinic for professional guidance 
and help of children with major problems of adjustment. In 
general, help is given by a "team” consisting of two or more of 
the following: pediatrician, child psychiatrist, clinical child psy- 
chologist, and social worker. 

CHILDHOOD NEUROSIS: See Neuroses. 

CHILDHOOD PHOBIA: See Phobia. 

CHILDHOOD PSYCHOSIS: See Psychosis. 
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CHILD PSYCHIATRY: The medical specialty that deals with the 
mental disorders of children. 

CHILD PSYCHOLOGY: A subdivision of psychology that treats of 
the behavior or mental processes of children. It may deal with 
the normal or the abnormal. 

CHLORPROMAZINE: An adrenolytic drug used to control nausea 
and vomiting from various causes, not including motion sickness; 
in certain psychiatric conditions it is used to alleviate manifesta- 
tions of anxiety, tension, and agitation, and in lessening motor 
activity in both psychoneurotics and psychotics. 

CHOREA: A neurological disorder characterized by jerky involuntary 
movements or spasms of short duration, involving a considerable 
set of muscles. 

CHROMOSOME: One of the minute deeply staining bodies in the 
nucleus of a cell, believed to play an important or determinative 
part in heredity. 

CLAUSTROPHOBIA: Morbid fear of closed spaces. 

CLIMACTERIC: Menopausal period in women. Also refers to the 
corresponding age period in men. 

CLINICAL PSYCHOLOGY: The branch of psychology that deals 
with the psychological knowledge and practice employed in help- 
ing a client who has some behavior or mental disorder. It in- 
cludes training and practice in diagnosis, treatment, and pre- 
vention, as well as research. 

CLUTTERING: Speech so rapid, under pressure of excitement, that 
enunciation is indistinct, words are run together, and syllables are 
slighted or dropped out. 

COENOTROPE: See Cenotrope. 

COGNITIVE: Refers to mental processes of comprehension, judg- 
ment, memory, and reasoning. 

COITUS: The introduction of the male sex organ into the vaginal 
orifice of the female, generally with orgasm. See Orgasm. 

COLITIS: Inflammation of the mucous membrane of the colon. 
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COLLECTIVE UNCONSCIOUS: In Jungian theory, a portion of 
the unconscious common to all mankind; also called racial un- 
conscious. See Unconscious. 

COMA: A state of suspension of all or nearly all behavior and most 
reflexes, with no response even to severely painful stimuli. 

COMBAT FATIGUE: Disabling physical and emotional fatigue in- 
cident to military combat; also used as a term for combat 
neurosis. 

COMMITMENT: Court procedure by which a person with a mental 
disorder is placed under restraint in an institution. 

COMPENSATION: (1) A mental mechanism, operating uncon- 
sciously, by which the individual attempts to make up for (i.e., 
to compensate) real or fancied deficiencies. (2) A conscious process 
in which the individual strives to make up for real or imagined 
defects in such areas as physique, performance, skills, or psy- 
chologic attributes. The two types frequently merge. 

COMPENSATION NEUROSIS: Certain neurotic reactions in which 
features of secondary gain (e.g., situational or financial) are 
prominent. See Secondary gain. 

COMPLEX: A group of associated ideas which have a common strong 
emotional tone. These may be in part unconscious, and may 
significantly influence attitudes and associations. Three examples 
are: 

OEDIPUS COMPLEX (Freud): Attachment of the child for 
the parent of the opposite sex, accompanied by envious and 
aggressive feelings toward the parent of the same sex. These 
feelings are largely repressed (i.e., made unconscious) be- 
cause of the fear of displeasure or punishment by the parent 
of the same sex. In its original use, the term applied only to 
the male child. 

CASTRATION COMPLEX: A group of emotionally invested 
ideas which are -unconscious, actually or symbolically re- 
ferring to fear of loss of the genital organs, usually as punish- 
ment for forbidden sexual desires. Includes the childhood 
fantasy that female genitals result from loss of a penis. 
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INFERIORITY COMPLEX (Adler): Feelings of inferiority 
stemming from real or imagined physical or social inade- 
quacies which may cause anxiety or other adverse reactions. 
The individual may overcompensate by excessive ambition 
or by the development of special skills, often in the very 
field in which he was originally handicapped. See also Over- 
compensation. 

COMPULSION: An insistent, repetitive, intrusive, and unwanted 
urge to perform an act which is contrary to the person’s ordi- 
nary conscious wishes or standards. A defensive substitute for 
hidden and still more unacceptable ideas and wishes. Anxiety 
results from failure to perform the compulsive act. 

COMPULSIVE PERSONALITY: A personality characterized by ex- 
cessive adherence to rigid standards. Typically, the individual is 
rigid, overconscientious, overinhibited, lacks normal capacity for 
relaxation, and has repetitive patterns of behavior. 

COMPULSIVE RITUAL: Series of acts repetitively carried out under 
compulsion. As with single compulsions, failure to carry out the 
ritual results in tension and anxiety. 

CONCORDANCE: Agreement. In statistics, coefficient of Concord- 
ance: an estimate of general agreement among judges in ranking 
a group of individuals. 

CONDENSATION: A psychologic process often present in dreams 
in which two or more concepts are fused so that a single symbol 
represents the multiple components. 

CONDITIONED REFLEX: An induced reflex developed by repeti- 
tive experience in association with another stimulus. Example: 
A dog is repeatedly offered food while a bell is rung simulta- 
neously. After a period of this conditioning, the ringing of the 
bell alone will bring on salivation and other responses originally 
present when food was presented. 

CONDITIONED REFLEX PSYCHOLOGY; A school of psychology 
based on the theory of conditioned reflex, or conditioned re- 
sponse, i.e., the new or modified response that is elicited by a 
given stimulus after conditioning. 



2112 Gloaniy 


CONFABULATION: The more or less unconscious, defensive "filling 
in" of actual memory gaps by imaginary or fantastic experiences, 
often complex, that are recounted in a detailed and plausible way 
as though they were fiictual. Confabulation is seen principally in 
certain psychotic reactions, such as Korsakoff’s psychosis (q-v.). 

CONFLICT: The clash, conscious or unconscious, between two oppos- 
ing emotional forces. If unconscious, an internal (instinctual) 
wish or striving is opposed by another internal and contradictory 
wish. For example, instinctual wish for gratification may conflict 
with the restrictions of conscience, or with external (social) re- 
quirements. 

EXTRAPSYCHIC CONFLICT: Involves external factors; re- 
fers to conflicts between the self and the environment. 

INTRAPSYCHIC CONFLICT; Internal conflict within the 
personality. 

CONFORMITY; Correspondence to a recognized or required pattern 
or standard; a hypothetical trait or general tendency of an in- 
dividual to accede to social pressure. 

CONFUSION; Disturbed orientation in respect to 'time, place, or 
person; sometimes accompanied by disturbances of consciousness. 

CONGENITAL: Present at birth. 

CONSCIENCE: The morally self-critical part of oneself wherein 
have developed and reside standards of behavior, performance, 
and value judgments. Commonly equated with the conscious 
Superego (q.v.). 

CONSCIOUSNESS: Awareness; in contrast to that aspect of mental 
life that is unconscious. See Unconscious. 

CONSTELLATION: Any fairly inclusive and otganjzed grouping 
of phenomena. A complex organization of ideas that is charged 
with emotion and tends toward certain kinds of action. 

CONSTITUTION: A person’s intrinsic physical and psychological 
endowment; sometimes used more narrowly to indicate the 
physical inheritance or potential from birth. 
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CONSTITUTIONAL TYPES: Constellations of morphological, 
physiological, and psychological traits as earlier proposed by various 
scholars. Galen, Kretschmer, and Sheldon proposed the following 
major types, Galen: Sanguine, melancholic, choleric, and phleg- 
matic types: Kretschmer: Pyknic (stocky), asthenic (slender), 
athletic, and dysplastic (disproportioned) types; Sheldon: Ecto- 
morphic, mesomorphic, and endomorphic types, based on the 
relative preponderance of outer, middle, or inner layers of em- 
bryonic cellular tissue. 

CONTRACEPTION: Voluntary limitation of offspring by artificially 
preventing the sperm cell from fertilizing the ovum. 

CONVALESCENT LEAVE: Conditional release from a mental hos- 
pital for a home visit during recovery process, 

CONVERSION: A mental mechanism, operating unconsciously, by 
which intrapsychic conflicts, which would otherwise give rise to 
anxiety, are instead given symbolic external expression. The re- 
pressed ideas or impulses, plus the psychologic defenses against 
them, are converted into a variety of somatic symptoms. Example: 
psychogenic paralysis of a limb which prevents its use for aggres- 
sive purposes. 

CONVERSION HYSTERIA: See under Neuroses. 

CONVULSIVE DISORDERS: Primarily grand mal, petit mal, Jack- 
sonian, and psychomotor epilepsy. May occur in any organic 
cerebral disease. See Epilepsy. 

COPROPHAGIA: Eating of filth or feces. 

COPROPHILIA: Excessive or morbid interest in filth or feces or 
symbolic representations thereof. 

COPROPHOBIA: The morbid fear of, or revulsion to, feces or dirt, 

CORTEX CEREBRI: The surface layers of gray matter of the cerebral 
hemispheres, 

COUNSELING: A relationship in which one person endeavors to 
help another to understand and to solve his adjustment problems. 
The term covers a wide area of procedures. 

COUNTERTRANSFERENCE: The psychiatrist’s conscious or un- 
conscious emotional reaction to his patient. See also Transference. 
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CRANIUM: The part of the skull that contains the brain. 

CREATIVITY: The power or quality of finding new solutions to a 
problem or new modes of artistic expression. 

CRETINISM: Severe thyroid deficiency, usually accompanied by 
mental deficiency and bodily malformation. 

CRIMINOLOGY: The systematic study of crime and criminals, with 
particular reference to the personality factors and social con- 
ditions leading toward, or away from, crime. 

CROSS>SECTIONAL STUDY: A study of a large number of variables 
(persons, anatomical structures, psychological functions) as they 
all are at a single period of time. 

CRYPTOMENORRHEA: The menstrual flow occurs but does not 
appear externally due to developmental defects. 

CULTURE SHOCK: A term denoting the conflict arising in an 
individual confronted by alien elements in another culture. 

CUNNILINGUS: Sexual activity in which the mouth and tongue 
are used to stimulate the female genitals. 

CUSHING'S SYNDROME: A series of symptoms arising from dis- 
orders of the pituitary gland. ^ 

CUSTODIAL CARE: Close supervision or restraint, usually in a 
mental hospital, because of mental disorder or deficiency. 

CYANOSIS: Blueness of the skin, generally caused by insufficient 
oxygen in the blood as a result of cardiac malformation. 

CYBERNETICS: Science of control mechanisms. It covers the entire 
field of communication and control in machines and puts forth 
the hypothesis that there is some similarity between the human 
nervous system and electronic control devices. 

CYCLOTHYMIC PERSONALITY: A personality characterized by 
alternating moods of elation and sadness, with mood swings out 
of proportion to apparent stimuli. The moods result from in- 
ternal causes rather than from external events. Iif severe form. 
Manic-depressive psychosis (q.v,). 

DAY-CARE CENTER: An establishment for the care of young chil- 
dren while the mothers are at work or are unable for other reasons 
to care for them during the day. 
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DAYDREAM: A reverie while awake. Usually the dreamer’s unful- 
filled wishes are imagined as fulfilled; the wishes are not dis- 
guised and fulfillment is imagined as direct, without repression. 

DEAF-MUTISM: Lack of speech development resulting from con- 
genital or early deafness. 

DEAFNESS: Inability to hear, even with a hearing aid, well enough 
for the ordinary purposes of life. See Hard-of-hearing. 

DEATH INSTINCT: In Freudian theory, the unconscious drive 
toward dissolution and death. 

DEATH WISH: An aggressive instinct which leads to the death of 
the individual or of others when expressed in unmodified form. 

DECOMPENSATION: Failure to compensate normally: activity in- 
tended to compensate but not succeeding. 

DEFENSE MECHANISM: See Mental mechanisms. 

DEFORMITY: Abnormal bodily formation, especially one that is 
visible and is considered ugly. 

D£jA VU: A subjective feeling that an experience which is occurring 
for the first time has happened before. 

DELIRIUM: A disturbance in thinking and Sensorium (q.v.), with 
disorientation and confusion; illusions, delusions, or hallucina- 
tions may be present. Examples: delirium of fever, delirium 
tremens (alcoholic), bromide intoxication. Roughly equivalent to 
acute Brain syndrome (q.v.). 

DELIRIUM TREMENS: An acute delirium precipitated by alco- 
holism, characterized by great anxiety, tremors, hallucinations, 
and delusions. 

DELUSION: A false belief out of keeping with the individual’s level 
of knowledge and his cultural group. The belief is maintained 
against logical argument and despite objective contradictory 
evidence. Common delusions include: 

DELUSIONS OF GRANDEUR: Exaggerated ideas of one’s im- 
portance or identity. 

DELUSIONS OF PERSECUTION: Ideas that one has been 
singled out for persecution. See also Paranoia. 
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DELUSIONS OF REFERENCX: Incorrect assumption that cer- 
tain casual or unrelated remarks or the behavior of others 
apply to oneself. 

DEMENTIA: An old term denoting madness or insanity; now used 
entirely to denote organic loss of intellectual function. 

DEMENTIA PRAECOX: Obsolescent descriptive term for Schizo- 
phrenia (q.v.). 

DEMENTIA, SENILE: A chronic brain disorder caused by a general- 
ized atrophy of the brain due to aging. See Senile psychosis. 

DENIAL: A mental mechanism, operating unconsciously, and used to 
resolve emotional conflict and allay consequent anxiety by denying 
some of the important elements. The material denied may be a 
thought, wish, need, or external reality factors. What is con- 
sciously intolerable is simply disowned by the protectively auto- 
matic and unconscious denial of its existence. 

DEPENDENCE: The degree to which a change in one area causes 
a change in another. Dependency: a lack of self-reliance; the 
tendency to seek the help of others in making decisions or in 
carrying out diflicult actions. 

DEPENDENCY NEEDS: Vital infantile needs for iffothering, love, 
affection, shelter, protection, security, food, and warmth. These 
needs may continue beyond infancy in overt or hidden forms, or 
be increased in the adult as a regressive manifestation. 

DEPERSONALIZATION: Feelings of unreality or strangeness con- 
cerning either the environment or the self. 

DEPRESSION: Psychiatrically, a morbid sadness, dejection, or melan- 
choly; to be differentiated from grief which is realistic and 
proportionate to what has been lost. A depression may vary in 
depth from neurosis to psychosis. The term Neurotic depression 
(see under Neuroses) encompasses various types of neurotic depres- 
sive reactions. The major psychotic depressions inc^lude Agitated 
depression (q.v.). Involutional psychosis (q.v.), and' the depressed 
phase of Manic-depressive psychosis (q.v.). 

DEPRIVATION, EMOTIONAL: Isolation of an infant from its 
mother to the extent that identification with the mother figure 
is not made, with resultant impaired personality development. 
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DEPRIVATION, SENSORY: Refers chiefly to experimental tech- 
niques which either reduce the intensity of stimuli reaching the 
subject or impose a structuring of stimuli. Similar in effect to 
Brainwashing (q.v.). 

DEPTH PSYCHOLOGY: The psychology of unconscious mental 
processes. Also a system of psychology in which the study of such 
processes plays a major role, e.g.. Psychoanalysis (q.v.). 

DEREISTIC: Describes mental activity that is not in accordance with 
reality, logic, or experience. Similar to autistic. See Autism. 

DESCRIPTIVE PSYCHIATRY: A system of psychiatry based upon 
observation and study of readily observable external factors; to 
be differentiated from dynamic psychiatry. Often used to refer 
to the systematized descriptions of mental illnesses formulated 
by Kraepelin. See also Dynamic psychiatry; Psychiatry. 

DETERIORATION: In mental illness, the progressive disintegration 
of intellectual and/or emotional functions in psychoses; may or 
may not be reversible. 

DETERMINISM; A scientific doctrine common to psychiatry as well 
as other sciences. As applied to psychiatry, it p>ostulates that noth- 
ing in the individual’s emotional or mental life results from 
chance alone, but rather from specific causes or forces known or 
unknown. 

DEVELOPMENTAL PHASES OR STAGES: Periods in an indi- 
vidual’s life typically characterized by specific clusters of traits, 
such as Oral stage, Puberty, etc. 

DEVELOPMENTAL TASKS; Levels of achievement or of develop- 
ment that, in a given society and at a given age, are considered 
appropriate or necessary for socially acceptable functioning. 

DEVIATE: A person differing considerably from the average or 
standard; especially, one whose behavior or attitudes are not in 
accord with the prevailing patterns or the moral standards of 
the group. 

DEVIATION: Departure from any point of reference, from the cor- 
rect, the average, the standard, or the norm. 

DEXEDRINE: Proprietary name for a drug used in Narcolepsy (q.v.), 
and in depressive psychopathic conditions. 
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DIAGNOSIS: Identification of disease or abnormality from symptoms 
presented, and from a study of its origin and course. 

DIANETICS: An attempt, resting upon uncontrolled observation and 
extremely free speculation, to explain behavior in terms of the 
person’s experience not only before birth but before conception. 

DILANTIN: Proprietary name for an anticonvulsive compound used 
in the treatment of epileptic attacks. 

DIPSOMANIA: Recurrent uncontrollable craving for alcoholic drink, 
usually at relatively long intervals; believed to be symptomatic 
of some more fundamental disorder. 

DIRECTIVE THERAPY: A term used in psychotherapy, in distinc- 
tion to nondirective therapy; denotes activity on the part of the 
therapist in guiding the patient. 

DISCIPLINE: The control exercised by a superior over a subordinate; 
especially, the direct control of conduct. The habit patterns 
that cause a subordinate to be ready to act consistently in the 
manner prescribed by the superior. 

DISORIENTATION: Loss of awareness of the position of the self 
in relation to space, time, or persons. 

DISPLACEMENT: A mental mechanism, operating unconsciously, 
in which an emotion is transferred or “displaced” from its orig- 
inal object to a more acceptable substitute object. 

DISSOCIATION: A psychologic separation or splitting off: an intra- 
psychic defensive process which operates automatically and un- 
consciously. Through its operation, emotional significance and 
affect are separated and detached from an idea, situation, or 
object. Dissociation may, unconsciously, defer or postpone ex- 
periencing the emotional impact as, for example, in selective 
amnesia. See Mental mechanisms. 

DISSOCIATIVE REACTION: See under Neuroses. 

DISTORTION; In Freudian theory, a prime mechapism which, in 
dreams, together with Condensation (q.v.). Symbolization (q.v.), 
and Overdetermination (q.v.), aids in the repression and disguise 
of unacceptable thoughts. See also Mental mechanisms. 
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PARATAXIC DISTORTION: Sullivan’s term for certain dis- 
tortions in judgment and perception, particularly in inter- 
personal relations, based upon the observer’s need to perceive 
objects and relationships in accordance with a pattern set 
by earlier experience. Parataxic distortions develop as a 
defense against anxiety. 

DISTRIBUTIVE ANALYSIS AND SYNTHESIS: The therapy used 
by the psychobiologic school of psychiatry developed by Adolf 
Meyer. Entails extensive guided and directed investigation and 
analysis of the patient’s entire past experience, stressing his 
assets and liabilities and leading to a constructive synthesis. See 
Psychobiology. 

DIZYGOTIC TWINS: Fraternal twins, i.e., twins that develop from 
two separately fertilized eggs. 

DOMINANCE: In any psychological pattern, the relation of being 
more prominent or more important, of taking precedence, of 
being more pressing. Tendency to seek control over others. 

DOMINANT AND RECESSIVE TRAITS: In genetics, the hered- 
itary traits which produce and do not produce, respectively, 
observable effects in the offspring. 

DOUBLE PERSONALITY: See Personality, multiple. 

DREAM: A psychic phenomenon occurring during sleep in which 
thoughts, images, and so on, are present to the dreamer, usually 
with a sense of reality. 

DREAM ANALYSIS: The fundamental technique of psychoanalysis, 
wherein the client relates a dream and free-associates about its 
elements. See Free association. 

DRIVE: In psychiatry, a term for motivation: a basic urge. 

DRUG ADDICTION: Continued reliance upon the effects of a 
narcotic drug, with the effect that progressively stronger doses 
are required to obtain effects, and that there is both psychological 
and physiological distress when the drvig is withdrawn. See Nar- 
cotic. 

DRUG THERAPY: Treatment by recognized medicines or prepara- 
tions. 
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DUALISM: Any of several philosophical theories that admit of two 
fundamentally different sorts of principles or entities in the uni- 
verse, usually conceived as mental and material; in psychology, 
a point of view that accepts a distinction of some sort between 
mental and physical phenomena. 

DURHAM DECISION: Refers to a decision by the U.S. Court of 
Appeals for the District of Columbia (1954) in which the Court 
stated that the M’Naghten Rule and the Irresistible Impulse 
Test were not consonant with the realities of mental life as 
reflected in modem psychiatry, and held that “an accused is not 
criminally responsible if his unlawful act was the product of 
mental disease or mental defect.” (Durham vs. U.S., 214 F 2d 862.) 
Under the Durham test, a psychiatrist may give any relevant 
testimony about the mental illness at issue, whereas, before, his 
testimony had been confined to a determination of whether the 
accused could distinguish “right or wrong” or acted under an 
“irresistible impulse.” The Durham test proceeds on the assump- 
tion that when the criminal act of the accused is the product 
of his mental illness, the suggested conclusion is that the accused 
should be hospitalized for treatment and possible rehabilitation, 
a premise more in harmony with modern psychiatric thought 
than the earlier tests of legal responsibility. See-.also M’Naghten 
Rule; Irresistible impulse test. 

DWARFISM: Extreme deficiency in stature. 

DYNAMIC PSYCHIATRY: As distinguished from descriptive psy- 
chiatry, refers to the study of emotional processes, their origins, 
and the mental mechanisms. Dynamic psychiatry implies the 
study of the active, energy-laden, and changing factors in human 
behavior, as opposed to the older, more static and descriptive 
study of clinical patterns, symptoms, and classification. As an 
adjective, dynamic indicates energy potential, constant change, 
mutual interaction, shifting emphasis, and development. Dynamic 
principles are those which are forceful, driving, and com- 
pelling. They cbnvey the concepts of change, of; evolution, and 
of progression or regression. See also Descriptive psychiatry; Psy- 
chiatry. 

DYNAMICS: The determination of how an emotional or a behavior 
pattern develops; the mechanisms of the development of emotional 
reactions, especially intrapsychic defense mechanisms. 
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DYNAMISM: See Mental mechanisms. 

DYSARTHRIA: Impaired, difficult speech, usually due to organic 
disorders of the nervous system. Sometimes applies to emotional 
speech difficulties, such as stammering and stuttering. 

DYSMENORRHEA: Difficult and painful menstruation. 

DYSPAREUNIA: Pain experienced by the female in sexual inter- 
course. 

DYSPHAGIA: Difficult or painful swallowing. 

DYSPLASIA: Abnormal growth or development. 

ECHINOCOCCUS: A genus of tapeworms. 

ECHOLALIA: The automatic repetition by some psychotic patients 
of phrases or words said in their presence. Most frequent in cer- 
tain schizophrenic disorders. 

ECHOPRAXIA: Automatic repetition by some psychotic patients 
of movements made in their presence. 

ECOLOGY, HUMAN: The branch of science dealing with the inter- 
action of the human organism with its total environment and 
of human personality as derived from such interaction. 

E.C.T.: Electroconvulsive therapy. See Electroshock therapy. 

ECTODERM: The outermost of the three cell layers in the embryo. 

ECTOMORPHIC: Pertaining to bodily structures developed from 
the embryonic Ectoderm (q.v.). 

Ectomorphic Type: According to a scheme, proposed by W. H. 
Sheldon, of classifying body types with regard to the relative domi- 
nance of components belonging to one of the three embryonic- 
developmental systems, the ectomorphic type is relatively thin, 
with a large skin surface in comparison with weight. For the other 
two types, see Endomorphic; Mesomorphic. 

EDEMA: Excessive accumulation of fluid in the tissue spaces. 

E.E.G.: Electroencephalogram. A recording of minute electrical im- 
pulses arising from the activity of cells in the cerebral cortex of 
the brain. 
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EGO: Refers to the conscious self, the “I/' In Freudian theory, the 
central part of the personality that deals with reality and is 
influenced by social forces. The ego modifies behavior by largely 
unconscious compromise between the primitive instinctual drives 
(the id) and the conscience (the superego). The ego serves as the 
mediator and is also the battleground between unconscious im- 
pulses and personal plus social standards. 

EGO ANALYSIS: The intensive psychoanalytic study and analysis 
of the ways in which the ego resolves or attempts to deal with 
intrapsychic conflicts, especially in relation to the development 
of mental mechanisms and the maturation of capacity for ra- 
tional thought and action. 

EGO-DYSTONIC: At variance with, or repugnant to, the ego. 

EGO IDEALS: That part of the personality which comprises the 
aims and goals of the self; usually refers to the conscious or un- 
conscious emulation of significant persons with whom it has 
identified. 

EGO IDENTITY: The sense of identity which gives the individual 
the ability to experience his self as something that has con- 
tinuity, and to act accordingly. 

EGO INSTINCTS: A hypothetical concept in which certain human 
drives, commonly power, prestige, and acquisition, are regarded 
by some as instinctual. 

EGOMANIA: Exaggerated self-centeredness. 

EGO-SYNTONIC: Acceptable to, or consonant with, the aims of the 
Ego (q.v.). 

EGOTROPIC: Self-centered; introspective. 

EIDETIC IMAGE: Unusually vivid and apparently exact mental 
image; may be a memory, fantasy, or dream. 

ELABORATION: An unconscious psychologic process of expansion 
and elaboration of detail, especially with reference to a symbol or 
representation in a dream. 

ELECTRA COMPLEX: A term no longer in general use. Analogous 
to Oedipus complex (q.v.), under Complex. 
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ELECTROENCXPHALOGRAM: See E.E.G. 

ELECTROSHOCK THERAPY (E.S.T.)! The therapeutic adminis- 
tration of carefully regulated electrical impulses to the brain. 
Coma and/or convulsions are produced. See also Shock treatment. 

ELECTROSTIMULATION: See under Shock treatment. 

ELECTROTHERAPY: The use of repeated, brief, nonconvulsive 
electric impulses as part of the treatment for mental or bodily ills. 

EMOTION: A subjective feeling (of which one may or may not be 
specifically aware), such as fear, anger, grief, joy, or love. 

EMOTIONAL CRISIS: A sudden change in an individual caused 
by emotions. 

EMOTIONAL HEALTH: A state of being which is relative rather 
than absolute, in which a person has effected a reasonably satis- 
factory integration of his instinctual drives. His integration is 
acceptable to himself and to his social milieu as reflected in the 
satisfactory nature of his interpersonal relationships, his level 
of satisfaction in living, his actual achievement, his flexibility, 
and the level of emotional maturity he has attained. 

EMOTIONALLY DISTURBED: A term denoting mental illness 
arising from emotions. 

EMPATHY: An objective and insightful awareness of the feelings, 
emotions, and behavior of another p>crson, and their meaning 
and significance. To be distingitished from sympathy, which is 
nonobjective and usually noncritically emotional. 

ENCEPHALITIS: Any acute inflammation of the brain or its mem- 
branous coverings; specifically, an infectious disease of the brain 
with symptoms of drowsiness and apathy. Serious neurological 
and personality changes persist after recovery from the acute stage. 

ENCOPRESIS: Involuntary defecation not due to local organic defect 
or illness. 

ENDOCRINE DISORDER: Disturbance arising from malfunction- 
ing of a gland of internal secretion. 

ENDODERM: The innermost of the three cell layers in the embryo 
that develops into the digestive tract and most of the viscera. 
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ENDOMORPHIC: Pertaining to bodily structures developed from the 
embryonic Endoderm (q.v.). 

Endomorphic Type: Relatively heavy, with highly developed 
viscera and relatively weak muscular and bony structure. See 
Ectomorphic; Mesomorphic, 

ENERGIZER: That which activates the body or mind. 

ENGRAM: A hypothesized, permanently altered state of a living tissue 
resulting from temporary excitation. The term is somewhat 
loosely used in psychiatry to refer to persisting psychical traces 
(usually unconscious) of any experience. 

ENURESIS: Bed-wetting. 

ENVIRONMENT: The sum of the external conditions and factors 
potentially capable of influencing an organism. See Milieu therapy. 

ENZYME: One of several organic compounds, of special importance 
in digestion, that is capable of producing other compounds by 
catalytic action. 

EONISM: See Transvestism. 

EPIDEMIOLOGY: The branch of medical science dealing with 
epidemics. •* 

EPILEPSY: A disorder characterized by periodic motor or sensory 
seizures or their equivalents, and sometimes accompanied by a 
loss of consciousness, or by certain equivalent manifestations. 
May be idiopathic (no known organic cause) or symptomatic (due 
to organic lesions). 

EPILEPTIC EQUIVALENT: An epileptic manifestation or 
symptom other than a convulsive motor attack. 

JACKSONIAN EPILEPSY: Recurrent episodes of localized con- 
vulsive seizures or spasms limited to a part or region of the 
body, without loss of consciousness. 

MAJOR EPILEPSY (GRAND MAL): Charactierized by gross 
convulsive seizures, with loss of consciousness. 

MINOR EPILEPSY (PETIT MAL): Minor nonconvulsive 
epileptic seizures or equivalents; may be limited to only 
momentary lapses of consciousness. 
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EQUANIL: Proprietary name for Meprobamate (q.v.), used to relieve 
anxiety and tension. 

EROGENOUS: Giving rise to sexual or erotic behavior or feeling. 

EROTIC: Consciously or unconsciously invested with sexual feeling; 
sensually related. 

erotogenic ZONE: An area of the body particularly susceptible 
to erotic arousal when stimulated, and specially the oral, anal, 
and genital areas. Sometimes called Erogenous zone. 

E.S.P.: See Extrasensory perception. 

E.S.T.: See Electroshock therapy. 

ETHOLOGY: The science of ethics; the empirical study of human 
character; the study of manners, customs, and mores; the study of 
comparative behavior or of the ecology of behavior. See Ecology. 

EUPHORIA; An exaggerated feeling of physical and emotional well- 
being not consonant with apparent stimuli or events; usually 
of psychologic origin, but also seen in organic brain disease and 
toxic states. 

EVOCATIVE THERAPY: A term used in psychotherapy to denote 
emphasis on evoking responses from the patient rather than di- 
recting the patient. See Directive therapy. 

EXAMINATION FEAR: A neurotic fear connected with academic 
examinations. 

EXCEPTIONAL CHILD: A child who deviates considerably from 
the average in physique, sensory acuity, intelligence, social con- 
formity, or emotional development. The term is used for both 
extremes (i.e., gifted and feebleminded), but the current tendency 
is to restrict it to the handicapped. 

EXHIBITIONISM: Commonly, “showing off.” Psychiatrically, body 
exposure, usually of the male genitals to females. Sexual stimula- 
tion or gratitication usually accompanies the act. 

EXORCISM: Act or process of expelling or driving off an evil spirit 
by adjuration, especially by use of a holy name; also a formula 
used in such act or process. 
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EXTRASENSORY PERCXPTION: That which is apparently known 
or perceived without recourse to the conventional use of any 
of the five physical senses. 

EXTROVERSION: A state in which attention and energies are 
largely directed outward from the self, as opposed to interest 
primarily directed toward the self as in Introversion (q.v.). 

FANTASY: An imaginary sequence of events or mental images. Nor- 
mal in children, but in adults fantasies may represent an attempt 
to avoid emotional conflicts by serving as substitute satisfactions. 

FATHER IMAGE: See Imago. 

FATHER SURROGATE: One who is reacted to as if he stood in 
place of a father. 

FEAR: Emotional response to consciously recognized and external 
sources of danger, to be distinguished from anxiety. See Anxiety; 
Phobia. 

FEEBLEMINDEDNESS: Intelligence and mental capacity consider- 
ably lower than normal (100 I.Q.). Usually refers to cases of 
moron level (50 to 69 1.Q.). See Mental deficiency. 

FEEDBACK: In a machine, the automatic signaling of the degree of 
performance or nonperformance of an operation,'*1n an organism, 
the sensory report of the somatic result of a behavior: in social 
psychology, a direct perceptual report of the result of one’s be- 
havior upon other persons. 

FELLATIO: Sexual stimulation of the penis by oral contact. 

FEMININITY: The usual characteristics, taken collectively, of 
women. 

FERTILITY; The having of many offspring; figuratively, the having 
of many ideas. Distinguished from fecundity, the capacity to have 
offspring. 

FETISH; An object symbolically endowed with special power or 
meaning; often “magical.” May have conscious or unconscious 
sexual meaning. 

FETISHISM: Process of attachment of special meaning to an inani- 
mate object (or fetish) which serves, usually unconsciously, as a 
substitute for the original object or person. The substitute object 
is often a neurotic source of sexual stimulation or gratification. 
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FIXATION; The arrest of psychosexual maturation. Depending on 
degree it may be either normal or pathologic. See Psychosexual 
development. 

FLAGELLANTISM; A masochistic or sadistic act in which one or 
both participants derive stimulation, usually erotic, from whip 
ping or being whipped. 

FLEXIBILITAS CEREA: See Cerea flexibilitas. 

FLIGHT OF IDEAS: Verbal skipping from one idea to another 
before the last one has been concluded; the ideas appear to be 
continuous, but are fragmentary and determined by chance as- 
sociations. Most commonly seen in the manic phase of Manic- 
depressive psychosis (q.v). 

FOLIE A DEUX: A psychotic reaction in which two closely related 
persons, usually familial, mutually share the same delusions. 

FORECONSCIOUS: Preconscious; material not ordinarily in con- 
sciousness, but subject to voluntary recall. 

FORENSIC PSYCHIATRY: Treats of legal questions in relation to 
disordered behavior, particularly the questions of mental responsi- 
bility, committability, and the like. 

FOREPLEASURE: Sexual play preceding intercourse. 

FORMICATION: In psychiatry, the hallucination that insects are 
crawling on the body. 

FOSTER HOME PLACEMENT: Placement of an individual 
(usually a child) for care and sustenance in the home of persons 
not related by blood or marriage. 

FREE ASSOCIATION: In psychoanalytic therapy, unselected verbal- 
ization by the patient of whatever comes to mind. 

FREE-FLOATING ANXIETY; Pervasive anxiety which the patient 
cannot explain to his own satisfaction. See Anxiety. 

FRIEDREICH’S ATAXIA; See Ataxia. 

FRIGIDITY; In psychiatry, disinterest in sex approaching aversion; 
usually applied to the female who has inadequate or no pleasur- 
able sensations in intercourse. 
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FROEHLICH'S SYNDROME: A group of symptoms associated with 
insufficient pituitary activity: delay in skeletal development, 
obesity, infantilism, or childishness of body appearance. 

FRONTAL LOBOTOMY: Brain surgery involving the frontal lobe, 
i.e., the upper or forward half of the cerebral hemisphere. See 
Psychosurgery. 

FROTTAGE: A form of sexual perversion in which orgasm is induced 
by rubbing against the clothing of a person of the opposite sex. 

FRUSTRATION: The blocking of, or interference with, an ongoing 
goal-directed activity; the state resulting from being blocked, 
thwarted, disappointed, or defeated. In psychoanalysis, generally 
refers to the denial of gratification by reality. 

FUGUE: A major state of personality dissociation characterized by 
amnesia and actual physical flight from the immediate environ- 
ment. 

FUNCTIONAL ILLNESS: An illness of emotional origin in which 
organic or structural changes are either absent or are developed 
secondarily to prolonged emotional stress. 

GALACTOSEMIA: A metabolic disorder in which there is an in- 
creased galactose (white crystalline substance resembling glucose) 
level in the blood. 

GANGLION: A group of nerve cells or cell bodies lying outside the 
brain and cord, and forming a sort of nerve center; a cystic tumor- 
like lesion occurring on a joint or tendon sheath. 

GENE: An inferred submicroscopic structure in the Chromosome 
(q.v.) which is the physical unit of heredity. 

GENERAL PARESIS: A psychosis associated with organic disease of 
the central nervous system resulting from chronic syphilitic in- 
fection. 

GENIUS: A generic term denoting markedly superior intellectual, 
emotional, or creative ability; a person exhibiting such ability. 

GERIATRICS: The science that deals with the problems and diseases 
of the aging and the old. 

GESTALT PSYCHOLOGY: A German school of psychology which 
places emphasis on a total perceptual configuration and the inter- 
relations of its component parts. 
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GIFTED CHILD: A child whose intelligence is in the upper 2 per 
cent of the total population of his age; a child having outstand- 
ing ability in any respect. 

GIGANTISM: Abnormal increase in stature due to the overfunc- 
tioning of the pituitary gland. (Giantism: nontechnical synonym.) 

GLAND: An organ for secreting or producing a substance to be used 
in, or excreted from, the body, or for producing cells. 

GLOBUS HYSTERICUS: A hysterical symptom in which there is 
a disturbing sensation of a lump in the throat. 

GOITER: A chronic enlargement of the thyroid gland not due to a 
neoplasm. 

GONAD: A sex gland; the generic term for testis and ovary. 

GRANDIOSE: In psychiatry, refers to delusions of great wealth, 
power, or fame. 

GRAND MAL: See Epilepsy, 

GRAPHODYNE: A mechanism that transmits handwriting pressure to 
a recording device. 

GRAPHOLOGY: Any investigation of handwriting; the analysis of 
handwriting characteristics for personal identification, for in- 
dications of specific psychological states at the time of writing, 
or for personality analysis. 

GRAPHOMOTOR: Relating to, or affecting, movements executed in 
writing. 

GRAPHOMOTOR PROJECTIVE TECHNIQUE: A diagnos- 
tic procedure in which the subject moves his pencil freely over 
a sheet of paper while blindfolded. The tester then endeavors 
to interpret the drawings. 

GRIEF: Nonnal, appropriate emotional response to an external 
and consciously recognized loss; self-limiting, and gradually sub- 
siding within a reasonable time. To be distinguished from depres- 
sion. See also Depression. 

GROUP DYNAMICS: The cause-effect changes that take place within 
a social group; the way groups form and function. 

GROUP PSYCHOTHERAPY: Alternative term for Group therapy. 
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GROUP THERAPY: Psychotherapy carried out with a group of 
patients. 

GUIDANCE: Helping a person to find and select the opportunities 
and activities that will yield maximum satisfaction and profit, 
especially in school (educational guidance) and in his lifework 
(vocational guidance). A form of supportive psychotherapy. 

GUILT, SENSE OF: Realization that one has violated ethical, moral, 
or religious principles, together with a feeling of lessened personal 
worth. 

GYNIC: Of. or belonging to, a female person. 

HABEAS CORPUS: Legal proceeding for inquiring into the lawful- 
ness of a person’s restraint in another's custody. 

HALFWAY HOUSE: A term denoting intermediate day care for 
mental patients prior to discharge. 

HALLUCINATION: A false sensory perception in the absence of 
an actual external stimulus. May be of emotional or chemical 
(drugs, alcohol, etc.) origin, and may occur in any of the five 
senses. 

HALLUCINOGEN: A chemical agent that produces hallucinations. 

HALLUCINOSIS: A state in which the patient is actively hallucinat- 
ing. Example: alcoholic hallucinosis. 

HAPTICS: The investigation of cutaneous sense data, of touch in its 
widest sense. 

HARD-OF-HEARING: Having a hearing deficiency but, in distinc- 
tion to Deafness (q.v.), able to hear with the use of a hearing aid. 

HEBEPHRENIA: See Schizophrenia. 

HEDONISM: The psychological doctrine that every act is motivated 
by the desire for pleasure or the aversion from unpleasure. In 
ethics, the doctrine that it is a duty to seek pleasure and to avoid 
unpleasure or pain. In psychiatry, the seeking of certain goals 
because they offer some type of gratification. 

HEREDITY: The totality of influences, biologically transmitted from 
parents, that determines the ways in which an individual will make 
use of his environment; the transmission from parents to off- 
spring of that which tends toward the manifestation of certain 
characteristics of the latter. 
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HERMAPHRODITE: An individual who possesses both male and 
female sexual organs to some degree; almost invariably one sex 
is predominant. 

HEROIN: A white crystalline morphine derivative which is one of the 
more widely used of the habit-forming narcotics. 

HETEROSEXUAL: Sexual attraction or relationship between in- 
dividuals of opposite sexes. 

HOLISM: The doctrine that a human being has properties which 
pertain to the whole rather than to its constituent parts, and 
that the dynamics of the person as a whole cannot be explained 
as resulting from independent elements. 

HOMEOSTASIS: The maintenance of self-regulating metabolic or 
psychologic processes which are optimal for individual and racial 
survival. 

HOMESICKNESS: A yearning for the familiar home and persons 
which is so strong that it disrupts behavior and sometimes gives 
rise to somatic symptoms. 

HOMOSEXUAL PANIC: An acute and severe attack of anxiety 
based upon unconscious conflicts involving homosexuality. 

HOMOSEXUALITY: Sexual attraction or relationship between mem- 
bers of the same sex. 

ACTIVE HOMOSEXUALITY: Homosexuality marked by overt 
activity. 

LATENT HOMOSEXUALITY: Unconscious homosexual de- 
sires or conscious desires, consistently denied expression. 

HORMONE: A chemical substance produced by one organ and 
carried by the blood or lymph to another, where it produces a 
characteristic physiological effect. 

HOSTILITY: Tendency to r-el enmity and more or less enduring 
anger toward, and to seek to inflict harm upon, a person or a 
group. 

HUNTINGTON’S CHOREA: Hereditary, chronic, progressive 
chorea with mental deterioration. See Chorea. 
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HYDROCEPHALUS (HYDROCEPHALY): A condition of excessive 
amount and pressure of cerebrospinal fluid within the skull, 
characterized by marked enlargement of the head and an under- 
developed or atrophied brain. 

HYDROTHERAPY: Treatment by means of hot or cold water, ex- 
ternally applied in bottles, packs, or baths. 

HYPER: A prefix denoting abnormal excess in extent or degree. 

HYPERMNESIA: Unusual memory ability; exaggerated activity of 
memory. 

HYPERPLASIA: Excessive increase in the number of cells in a tissue 
or organ. 

HYPERTENSION: Any high tension in a tissue; more specifically, 
high blood pressure. 

HYPERTHYROIDISM: A condition in which there is excessive 
secretion by the thyroid gland; its most direct psychological cor- 
relate is great excitability and restlessness. 

HYPERTONIA: Extreme tension of the muscles; sptasticity or rigidity. 

HYPERTONIC: Characterized by excessive tension of a muscle. 

HYPNAGOGIC: Intermediate state between waking and sleeping. Also 
spelled Hypnogogic% 

HYPNOGENIC: Relating to the induction of sleep or the hypnotic 
state. 

HYPNOPOMPIC: Relating to the semiconscious state between the 
stages of sleep and awakening; applied to visions or dreams that 
persist prior to complete awakening. 

HYPNOSIS: An altered state of conscious awareness induced in a 
suggestible subject. Under hypnosis a person manifests increased 
receptivity to suggestion and direction. 

HYPO (HYP): A prefix denoting under, below, less than the normal. 

HYPOCHONDRIA: See under Neuroses. 

HYPOGLYCEMIA: A deficiency of sugar in the blood. 

HYPOMANIA: Mild mania. See Mania. 

HYPOTENSION: Subnormally low blood pressure. 
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HYPOTHALAMUS: A group of nuclei at the base of the brain, in- 
volved in many visceral regulative processes. 

HYPOTHYROID: Deficient in thyroid secretion or activity. 

HYPOTONIA: Subnormal tension of the muscles; flaccidity. 

HYPOTONIC: Characteristic of a muscle lacking tone or tension. 

HYSTERECTOMY: Removal of the uterus. 

HYSTERIA: An illness resulting from emotional conflict and generally 
characterized by immaturity, impulsiveness, attention-seeking, 
dependency, and the use of the mental mechanisms of conversion 
and dissociation. Classically manifested by dramatic physical 
symptoms involving the voluntary muscles or the organs of special 
senses. See also Conversion; Dissociation; Neuroses. 

HYSTERICAL PERSONALITY; A personality type characterized 
by shifting emotional feelings, susceptibility to suggestion, im- 
pulsive behavior, attention-seeking, immaturity, and self-absorp- 
tion; not necessarily disabling. 

HYSTERICS: Lay term for uncontrollable emotional outbursts. 

IATROGENIC ILLNESS: An emotional illness unwittingly precipi- 
tated by the physician’s attitude, examination, or comments. 

ID: In Freudian theory, that part of the personality structure which 
harbors the unconscious instinctive desires and strivings of the 
individual. 

IDEALIZATION: A mental mechanism, operating unconsciously, in 
which there is overestimation of some admired aspect or attribute 
of another person. 

IDEAS OF REFERENCE: Incorrect interpretation of casual incidents 
and external events as having direct reference to oneself. May 
reach sufficient intensity to constitute delusions. 

IDilE FIXE: Fixed idea; has been loosely used to describe a com- 
pulsive drive, an obsessive idea, or a Delusion (q.v.). 

IDENTIFICATION; A mental mechanism, operating unconsciously, 
by which an individual endeavors to pattern himself after another. 
Identification plays a major role in the development of one’s 
personality and specifically of one’s superego (conscience). When 
done consciously, this is called imitation. 
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IDENTITY: Sameness of essential character despite superficial differ- 
ences. Persofial identity: the unity of personality over a period of 
time. 

IDEOGRAM: An clement in a system of writing wherein an object or 
an idea is directly represented by a single symbol. 

IDIOPATHIC: Of a diseased condition or symptom whose origin is 
within the ot'gan involved and not tlie result of something ex- 
ternal to the organ: of a disease that is primary, i.e., does not result 
from another disease. 

IDIOT: A person with ihe lowest order of intellectual potential. The 
I.Q. is below 20 as compared with a normal of 100. See Menial 
deficiency, 

ILLUSION: The misinterpretation of a real, external sensory ex- 
perience. 

IMAGO: An unconscious mental image, usually idcali/ed, ol an im- 
portant person in the early history of the individual. 

IMBECILE: A person with a low order of intellectual potential, in- 
termediate between idiot and moron. Tlie I.O. is 20-1!) as com- 
pared with a normal of 100. See Mental deficiency. 

IMIPRAMINE: A drug used as an antidepressant. 

IMPLEMENTATION: The carrying out nr performing of a task or 
assignment. 

IMPOTENCE: llsually refers to inability of the male to perform the 
sexual act, generally for psychologic reasons; more broadly u.se(l to 
indicate lack of sexual vigor, powerles-stiess. 

IMPULSE: A p.sychic striving; usually refers to an instirutive urge. 

IMPULSION: A recurrent compulsive urge leading to the ( ommission 
of unlawful or socially di.sapproved acts. Examples: Kleptomania; 
Pyromania (q.v.). 

INCEST: Sexual intercourse between closely related persons of oppo- 
.site sex. Apparently eve’-y culture forbids what it defines as incest, 
but the degree of relationship prohibited varies in different 
cultures. 

INCOMPETENT: A legal term for a person who cannot be held re- 
sponsible for his actions because of serious mental illness or men- 
tal deficiency. 
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INCORPORATION: A primitive mental mechanism, operating un- 
consciously, in wliich a person, or parts ol another person, are 
symbolically ingested and assimilated. Example: infantile fantasy 
that the mother’s breast has been ingested and is a part of 
oneself. 

INDIVIDUAL PSYCHOLOGY: The system of psychiatric theory, re- 
search, and therapy developed by Allred Adler which stresses 
Compensation and Ovrr( ornpensation (q.v.) for inferiority feelings. 

INDUSTRIAL PSYCHOLOGY: The scientific investigation of indus- 
trial problems by the methods, concepts, and principles of psy- 
chology and utilization of the findings to increase efficiency. 

INFANTICIDE: The killing of a newly or recently born child. 

INFANTILE PARALYSIS: See Poliomyelitis. 

INFANTILISM: A condition of body or mind in an older child or 
that is characterized by failure of development or by a re- 
gression to an infantile (ondition. 

INFERIORITY COMPLEX: See Complex. 

INHIBITION: Unconscious interlerence with or restriction of in- 
stinctual drives. 

INSANITY: An old, vague, legal term lor the psychotic state. Gen- 
erally connotes (a) mental incompetence, (b) inability to dis- 
tinguish “right from wrong,” and 'or fc) a londition that interferes 
with the individuars ability to care for himself or that constitutes 
a danger to himself or to others. Sec AV^aghtot Rule; Durham 
Decision. 

INSIGHT: Self-understanding; a major goal of psychotheiapy; the 
extent ol the individuars understanding of the origin, nature, and 
me( hanisms of his attitudes and behavior. 

INSOMNIA: Inability to sleep, espei ially when chronic. 

INSTINCT: An inborn drive. Ehe human instincts include those of 
self-preservation, sexuality, aod (for some authors') the Ego in- 
stincts (q.v.) and the herd or social instincts. See also Death in- 
stinct. 

INSULIN SHOCK THERAPY: Sec Shock treatment. 

INSULIN TREATMENT: See Shock treatment. 
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INTEGRATION: The useful organization of both new and old data, 
experience, and emotional capacities into the personality. Integra- 
tion also refers to the organization and amalgamation of functions 
at various levels of Psychosexual development (q.v.). 

INTELLIGENCE: The potential ability of an individual to under- 
stand what he needs to recall and to mobilize and integrate con- 
structively previous learning and experience in meeting new 
situations. The functional use of intelligence is influenced by 
emotional factors. 

INTELLIGENCE QUOTIENT (I.Q.): An arithmetical figure, deter- 
mined through psychological testing, which indicates the relation 
of a person’s intellectual performance to the statistical norm of 
his age-group. 

INTELLIGENCE TEST: A series of tasks yielding a score indicative 
of the intelligence of the individual who attains the S( or(‘. 

INTRAPSYCHIC: That which takes place within the Psyihe (q.v.) 
or mind. 

INTROJECTION: A mental mechanism, operating unconsciously, 
whereby loved or hated external objects are taken wiihin oneself 
symbolically. The converse of Projection (q.v.). The process of 
introjection may serve as a defense against conscious recognition of 
intolerable hostile impulses. For example, in severe depression, 
the individual may unconsciously direct unacceptable hatred or 
aggression toward himself, i.e., toward the introjected object 
within himself. Related to the more primitive mechanism of 
Incorporation (q.v.). 

INTROVERSION: Preoccupation with oneself, with accompanying 
reduction of interest in the outside world. Roughly the reverse of 
Extroversion (q.v.). 

INVOLUTIONAL PSYCHOSIS: A psychotic reaction taking place 
during the involutional period, climacteric (male) or menopause 
(female), characterized most commonly by depression and occa- 
sionally by paranoid thinking. The course tends to be prolonged, 
and the condition may be manifested by feelings of guilt, anxiety, 
agitation, delusional ideas, insomnia, and somatic preoccupation. 

I.Q.: See Intelligence quotient. 
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IRRESISTIBLE IMPULSE TEST: A test for determining criminal 
responsibility. The District of Columbia courts in 1929 (Smith vs. 
U.S., .16 F 2d 548, 549) supplemented the M’Naghten “right or 
wrong’’ test by holding that the accused could not be held crimi- 
nally re.sponsiI)lc if it could be demonstrated that he was impelled 
to commit the act by an irre.sistible impulse. The assumption here 
was that mental illnc.ss produces sudden or spontaneous impulses 
to commit unlawful acts. See also M’Naghten Rule; Durham De- 
cision. 

JACKSONIAN EPILEPSY: See Epilepsy. 

JEALOUSY: An attitude or sentiment whose organizing principle is 
resentment that a beloved person shows affection to a third party. 

JUVENILE DELINQUENCY: A relatively minor violation of legal or 
moral codes by a person under sixteen or eighteen (depending on 
the su'i-c code), bringing him to the attention of a court. 

KINESIC: Of, or pertaining to, motion. 

KINESIS: Generic term for motion. 

KLEPTOMANIA: Compulsive stealing, largely without regard to any 
apparent material need for the stolen objects. 

KORSAKOFF’S PSYCHOSIS (KOR.SAKOFF’S .SYNDROME): A dis- 
order marked by disturbance of attention and memewy, as 
evidenced by Confabulation (q.v.), and by involvement of the 
peripheral nerves. May be due to alcohol, or certain poisons and 
infections. 

LA BELLE INDIFFERENCE: (Literally, “the beautiful, or grand, 
indifference’’): seen in certain patients with .somatic conversion 
(hysteria)] describes patients with inappropriate lack of concern 
for the implications of their disability. See also Conversion hysteria 
under Neuroses. 

LABILE: Rapidly shifting emotions. 

LANGUAGE BEHAVIOR: Any form of communicative behavior, 
verbal or nonverbal; any behavior in which language of any sort 
plays a prinicpal part. 

LAPSUS LINGUAE: A slip of the tongue; due to unconscious factors. 
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LATENCY PERIOD: In psychoanalysis, a phase between the oedipal 
(or phallic) and adolescent periods of psychosexual development. 
It is characterized by an apparent standstill in psychosexual de- 
velopment. 

LATENT CONTENT: The hidden (unconscious) meaning of con- 
scious thoughts or actions, especially in dreams or fantasies. It is 
expressed in distorted, disguised, condensed, and symbolic form 
as the Manifest content (q.v.). 

LESBIAN: A homosexual woman. 

LESBIANISM: Homosexuality in women. 

LETHARGY: Morbid drowsiness fre^m which it is difficult to arouse a 
person; inaction and apathy. 

LIBIDO: The psychic drive or energy usually associated with the sex- 
ual instinct. (Sexual is used here in the broad sense to inedude 
pleasure and love-object seeking.) Also used broadly to connote 
the psychic energy associated with instincts in general. 

LITIGIOUS: Inclined to, or fond of, legal contention; involved or lia- 
ble to be involved in lawsuits. 

LOBOTOMY: Sec Psychosurgery, 

LOCOMOTOR ATAXIA: See Ataxia, 

LOGIC: The branch of philosophy that establishes the criteria by 
which, granting the correctness of the factual data employed, the 
worth or validity of reasoning may be judged. 

LOGORRHEA: Excessive talking. 

LONGEVITY: Long duration of life. 

LUNACY: Obsolete legal term for insanity. 

LUNATIC: Obsolete legal term fora psychotic person. 

LUST: Craving for immoderate self-indulgence; imnuKlcrate sexual 
craving. 

LYSERGIC ACID DIETHYLAMIDE (L.S.D.): A drug used to pro- 
duce psychological changes without gross impairment of memory 
and orientation; it is one of the drugs producing a state resembling 
naturally occurring psychosis. 
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M’NAGHTEN RULE (also McNAGHTEN, McNAUGHTEN): A 
lc«al precedent in English law originating in 1843 (8 Eng. Rep. 
718) in the trial of M'Naghten for the murder of the Prime Min- 
ister’s secretary. He was found not guilty, and the English judges 
announced that the accused was not responsible for the crime if 
he was ‘'labouring under such a defect of reason, from disease of 
the mind, as not to know the nature and quality of the act he was 
doing; or, if he did know it, that he did not know he was doing 
what was wrong.” This rule became known as the “right and 
wrong” test, and was widely adopted in the statutes of the English- 
speaking world. I'he rule did not take atcount of the fact that a 
man might be held to be insane even though he knew the differ- 
ence between right and wrong. See also Irresistible impulse test; 
Durham Decision. 

MAGIC: A practice designed to bring supernatural power to bear be- 
(uU.'^c the practice is ])elicved to be the inducing cause of that 
power. Magical thinking and acting are common to almost all 
psyc liiatric states. 

.MALINGERING: A conscious siiniihition of illness used to avoid a 
personally unpleasant or intolerable alternative. Regarded in psy- 
(liialry as a specific psychopaiholooical symptom. 

MANIA: A mental illness marked by heightened excitability, accelera- 
tion of thought, speech, and bcKlily motion, and by elation or 
grandiosity of ituhkI. 

MANIODEPRE.SS1VE P.SYCHOSIS: A major emotional illness 
marked by severe mcxxl swings (elation-depression) and a ten- 
dency to temission and recurrence. See Psychosis. 

DEPRESSED TYPE: Characterized by depre.ssion of mood with 
retardation and inhibition of thinking and physical activity. 

MANIC TYPE: Characterized by elation, with over-talkativeness, 
extremely rapid ideation, and increased motor activity. See 
also Flight of ideas. 

MANIFEST CONTENT: The remembered content of a dream or 
fantasy, or ordinary thoughts and feelings, as opposed to Latent 
content (q.v.) which it conceals and distorts. 
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MARGINAL MAN: A person who is not a fully participating member 
of a group: especially, one who stands on the boundary between 
two groups, uncertain of his group membership. 

MARRIAGE COUNSELING: Counseling with primary focus on 
marital problems. See Counseling. 

MASCULINE PROTEST: The desire of a female to be a male or to 
have masculine privileges; or of a male to avoid femininity. 

MASOCHISM: Pleasure derived from suffering physical or psychologi- 
cal pain. The pleasure has a sexual basis which may be conscious 
or unconscious. I'he suffering may be inflicted by onc.self or by 
others. It may be consciously sought (flagellation) or unconsciously 
“arranged” or invited. When consciously sexual, it constittites 
sexual perversion. It is the converse of Sadism (q.v.), and when the 
two are mixed, it is known as Sadomasochism (q.v.). 

MASS MEDIA: The instruments of communication that reat h large 
numbers of people with a common message: books, press, radio, 
television, motion pictures, etc. 

MASTURBATION: Manual or other artificial mechanical stimula- 
tion of the genitals (penis or clitoris) for the purpose of experienc- 
ing pleasurable sensations of sexual excitement. 

MATURITY: A vaguely defined condition which may refer to; 
(1) practical wisdom (intellectual maturity), (2) steady and socially 
acceptable emotional behavior (emotional maturity), or (3) mas- 
tery of effective social techniques (social maturity). 

MAYHEM: (in law) The maiming of a person by depriving him of the 
use of any of his members necessary for self-defense; by extension, 
maiming by willful disfiguring of the body. 

MECHANISM: The way in which any machine or .system operates: the 
doctrine that human behavior is explicable in terms of the laws of 
physical mechanics. In psychiatry, a more or less permanent way of 
acting to secure an end. See Mental mechanisms. 

MEDULLA: The bulblike prolongation upward of the spinal cord, 
forming the lowest part of the brain and containing nerve centers 
to control breathing, circulation, and so on, 

MEGALOMANIA: A syndrome marked by delusions of great self- 
importance, wealth, or power. 
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MELANCHOLIA: Pathologic dejection, usually of psychotic depth. 

MEMORY: The general function of reviving or reliving past experi- 
ence, with more or less definite realization that the present experi- 
ence is a revival; four phases of memory are recognized; memo- 
rizing or learning, retention, recall, and recognition. 

MENARCHE: The onset of menstruation in the female life cycle. 

MENDEL’S LAW: Also, Mendelian law. The mechanism of inheri- 
tance, as observed by Gregor J. Mendel (1822-1884) in breeding 
experiments with peas. The law is based on three general princi- 
ples: the existence in the germ plasm of elements called genes that 
are transmitted as unit characters, the segregation of the genes in 
the reproductive process, and genic dominance. 

MENINGES: Three membranes that cover the brain and the spinal 
cord. 

MENINGITIS: Inflammation of the meninges. 

MENINGOCOCCUS: A streptococcal organism that causes meningitis. 

MENOPAUSE: The period of natural cessation of the menstrual cycle: 
‘‘change of life.” Sec Climacteric. 

MENSTRUATION: The monthly discharge of blood from the uterus 
of a sexually mature woman. 

MENTAL ABILITY: Scmipopular term for intelligence. See Intel- 
ligence. 

MENTAL AGE: The age level of mental ability determined by 
standard intelligence tests; distinguished from chronologic age. 

MENTAL DEFICIENCY; Lacking in intelligence to a degree that 
one cannot make an average adjustment to life. Emotional con- 
flict usually complicates the condition. The need for institutional 
treatment and care is proportional to the degree of impairment 
and the level of emotional adjustment. 

Borderline Cases have I.Q.’s of 70-85; Morons, I.Q.'s of 50-69; 
Imbeciles, I.Q.’s of 20-49; Idiots, I.Q.’s of 20 and below'. Current 
usage tends to abandon these terms in favor of Slight, Moderate, 
and Severe degrees of mental deficiency. 
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MENTAL DEVELOPMENT: The progressive changes in mental or- 
ganization of an individual from conception to death; especially, 
the progressive changes between birth and maturity or during any 
specified part of the life span. 

MENTAL DISORDER: Any grave or disabling failure of adjustment, 
whether relatively temporary or chronic. The term does not in- 
clude mental deficiency: it does include psychosis and neurosis. 

MENTAL DISORDERS, CLASSIFICATION OF: See Nomenclature. 

MENTAL DYNAMISM: See Mental mechanisms. 

MENTAL HEALTH: Sec Emotional health. 

MENTAL HOSPITAL: A hospital for the «arc and treatment of pa- 
tients with mental illnesses. 

MENTAL HYGIENE: Measures to reduce the incidence of mental 
illness through prevention and early treatment and to promote 
mental health. 

MENTAL ILLNESS: A disorder of behavior: a breakd(»wn of adjust 
ment so severe that psychotherapy is indicated. 

MENTAL MECHANISMS: Also called Defense mechanisms anti Men- 
tal dynamisms. Specific intrapsychic defensive pnKes.ses, operating 
unconsciously, which are employed to seek resolution of emo- 
tional conflict and freedom from anxiety. Conscious efforts are 
frequently made fttr the same reasons, but true mental mechanisms 
are out of awareness (uncon.sriou,s). Some of the common mental 
mechanisms described in this glossary are: compensation, conver- 
sion, denial, displacemetit , dissociation, idealization, identification, 
incorporation, inlrojeclion, projection, rationalization, reaction 
formation, regression, repression, sublimation, substitution, sym- 
bolization, undoing. 

MENTAL RETARDATION: See Retardation. 

MENTAL TEST: Any measure of individual differences in behavior. 
See Intelligence test. 

MEPROBAMATE: Generic name for Equanil (q.v.) and Miltown 
(q.v.). 

MESCALINE: A poisonous alkaloid producing intoxication with de- 
lusions of color and music. Used today to produce an experi- 
mental or model psychosis. 
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MESMERISM: Early term for Hypnosis (q.v.); named after Anton 
Mcsmer (1733-1815). 

MESODERM: The middle of the three cell layers in the embryo, which 
develops into the bones and muscles. 

MESOMORPHIC: Pertaining to bodily structures developed from the 
embryonic Mesoderm (q.v.). 

Mesomorphic Type: A highly developed skeletal structure, thick 
skin, sturdy upright posture. Sec Ectomorphic; Endomorphic, 

METABOLISM: The sum of the processes concerned in building up 
and ImMking down of protoplasm, i.e., of living cells or tissues. 

METRAZOL THERAPY: A type of shock treatment by intravenous 
administration of metrazol, producing generalized convulsions; 
now seldom used. 

MICROCEPHALY: Smallness of the head associated with mental 
deficiency. 

MIDBRAIN: That part of the brain lying beneath, and surrounded 
by, the cerebrum. 

MIGRAINE: An illness characterized by recurrent, severe, and usually 
one-sided headaches, often assex-iated with nausea, vomiting, and 
visual disturbances. May be due to unconscious emotional con- 
flicts. 

MILIEU THERAPY: Treatment of mental disorders, in which the 
setting or environment plays a primary part. 

MILITARY PSYCHIATRY: A specialization within psychiatry, con- 
cerned with individuals in a military enviremment. 

MILTOWN: Proprietary name lor MeprobamaLe, used as a muscle- 
relaxing and tranquilizing agent. 

MIRROR REVERSAL: The right-left shift in apparent position per- 
ceived when an object is viewed in a mirror. In reading, there may 
be reversal of single letters, of the order of letters in a word, or of 
the order of a whole line. 

MOB: A crowd in which the participants’ normal control of their 
actions gives way to highly cmoticmalized and violent action. 
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MODALITY: (sense modality) A sense department, more inclusive 
than sense quality, of data that qualitatively resemble each other 
more than they resemble other sense data. 

MONGOLISM: A variety of congenital mental deficiency. So called 
because of the superficial resemblance to Oriental facial charac- 
teristics. 

MONOMANIA: Obsolete term formerly applied to paranoid condi- 
tions. 

MONONUCLEOSIS: The presence in the blood of single-celled 
white corpuscles in abnormal number. 

MONOZYGOTIC TWINS: Identical twins, i.e., twins forme<l by the 
division of a single fertilized egg. 

MORBIDITY: Disease, sickness. 

MORON: See Mental deficiency. 

MORPHINE: The principal alkaloid of Ofiiuni (q.v.). 

MORPHOLOGY: The biological science that deals with bodily forms 
and structures. 

MOTHER FIXATION: Attachment to the mother, developed in in- 
fancy and early childhood, which persists in neurotic form, with 
corollary inability to form normal attachments to other persons. 

MOTHER SURROGATE: One who is reacted to as if .she stood in 
place of a mother. 

MOTIVATION: The general term denoting that the direction and 
strength of a person’s acts are partly determined by his own nature 
and/or his internal state, in distinction to ability and stimulus. 

MOURNING: Act of sorrowing or expressing grief, especially for a 
person’s death. It may be normal or neurotic. 

MULTIPLE PERSONALITY: See Personality, multiple. 

MULTIPLE SCLEROSIS: A diseased condition characterized by 
hardening of many spots in the brain and cord, with resulting im- 
pairment of behavior. 
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MUSIC THERAPY: Use of music in the treatment of mental disorders. 

MUTISM: Lack of speech development resulting from congenital or 
early deafness, or from loss or impairment of motor function 
(akinesic mutism): inhibition, voluntary or involuntary, of speech. 

MYSOLINE: A synthetic drug used in the treatment of petit mal 
Epilepsy (q.v.). 

MY.SOPHOBIA: The morbid fear of dirt, germs, or contamination. 

MYSTICISM: The doctrine that there is a kind of knowledge in ad- 
dition to that received through the senses or by thinking. 

MYXEDEMA: A disorder of adults and older children in which there 
is reduced thyroid secretion, low basal metabolism, apathy, and 
lethargy. 

NARClSjtSM (also NARCISM): Self-love. In a broader sense indi- 
cates a degree of self-interest which is normal to early childhood 
but pathologic when seen in similar degree in adulthood. 

NARCOANALYSIS: Similar to narcosynthesis, in which psycho- 
therapy is conducted under the influence of drugs. 

NARCOLEPSY: Brief, uncontrollable episodes of sleeping. 

NARCOSIS: The sleeplike state induced by a narcotic drug. 

NARCOSYNTHESIS: Psychotherapeutic treatment originally used in 
acute combat c ases under partial anesthesia, e.g.. Sodium Amytal or 
Sodium Pentothal. 

NARCOTIC: A drug which, used in moderate doses, produces sound 
sleep, relieves pain, and allays sensibility. 

NATURAL CHILDBIRTH: Childbirth in which delivery is facili- 
tated by consciously controlled musculature. 

NATUROPATH: Practitioner of system of treating disease which 
emphasizes assisting nature and sometimes includes the use of 
herbs, vitamins, and salts, and of manipulation and electrical 
treatment, 

NECROPHILIA: Sexual attraction to corpses. 
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NEGATIVE FEELINGS: In psychiatry, hostile, unfriendly feelings. 

NEGATIVISM: Perverse opposition and resistance to suggestions or 
advice. Often observed in people who subjectively feel “pushed 
around.’* Seen normally in late infancy. A common symptom in 
Catatonic schizophrenia (q.v. under Schizophrenia). 

NEMBUTAL: Proprietary name of pentobarbital sodium, used as a 
hypnotic and sedative. 

NEOLOGISM: In psychiatry, a new" w'ord or condensed combination 
of several words coined by a patient to express a highly complex 
meaning related to his conflicts; not readily understood by others: 
common in schizophrenia. 

NEURON: The single cell which is the fundamental unit of structure 
of nerve tissue. Each neuron consists of a central portion, the cell 
body, the dendrite, and the axon. 

NEUROPHYSIOLOGY: The branch of physiology that deals with 
the nervous system. 

NERVOUS BREAKDOWN: A nonmcdical, nonspecific term for 
emotional illness; primarily, a euphemism for psychiatric illness 
or psychosis. 

NERVOUS SYSTEM: All the organs of the body that arc composed of 
nerve tissue. The nervous system is subdivided: structurally into 
central nervous system and peripheral nervous system; and func- 
tionally into autonomic and somatic divisions. 

NEURASTHENIA: See under Neuroses. 

NEUROLOGIST: A physician with postgraduate training and experi- 
ence in the field of organic diseases of the nervous system, and 
whose professional endeavors arc primarily concentrated in this 
area. 

NEUROLOGY: The branch of medical science devoted to the 
anatomy, physiology, and pathology of the nervous system. 

NEUROPSYCHIATRY: Combination of the specialties of neurology 
and psychiatry. 



Glossary 2147 


NEUROSES: Emotional maladaptations due to unresolved uncon- 
scious conflicts. One of the two major categories of emotional 
illness, the other being Psychosis (q.v.). A neurosis is usually 
less severe than a psychosis, with minimal loss of contact with 
reality. Thinking and judgment may be impaired. A neurotic ill- 
ness represents the attempted rescjlution of unconscious emotional 
conflicts in a manner that handicaps the effectiveness of a person 
in living. Types of neuroses are usually classified according to the 
partic ular symptoms which predominate. Common types are: 

ANXIETY NEUROSIS: Characterized primarily by direct ex- 
periencing of anxiety, which may have an acute or gradual 
onset, with subjective uneasiness or apprehension out of pro- 
portion to any apparent external cause. The anxiety is un- 
controllable, and the utilization of various specific defense 
mechanisms common in other neuroses is minor. 

CONVERSION HYSTERIA (SOMATIC CONVERSION): Un 

acceptable unconscious impulses are converted into bodily 
symptoms. Instead of being experienced consciously, the emo- 
tional ((uillict is c^xpressed by physical symptoms. In a broad 
sense, all neurotic reactions may be regarded as somatic, 
physiologic, or psychologic “cemversions,*’ but technically the 
term is usually restricted to its somatic aspects. See also Cou- 
version, 

DISSOCIATIVE REACTION: Characterized by such dissexiated 
behavior as amnesia, sleepwalking, and dream states. Super- 
ficially, sometimes resembles schizophrenia. See also Dis- 
sociation. 

OBSESSIVE-COMPULSIVE NEUROSIS: Reaction patterns as- 
sociated with the intrusion of insistent, repetitive, and un- 
wanted ideas, c^r of repetitive, unwelcome impulses to 
perform certain acts. The afflicted person may feel compelled 
to carry out rituals such repeated hand-washing, touching, 
or counting. 

PHOBIC REACTION: Characterized by a continuing, specific, 
irrational fear out of proportion to apparent stimuli. See 
Phobia. 
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NEUROTIC DEPRESSION: A general term covering various 
types of neurotic depressive reactions in which insight is im- 
paired but not so severely as in psychotic depression. A 
neurotic depression may progress to a psychotic depression. 
See Depression. 

REACTIVE DEPRESSION: A neurotic depressive reaction ap- 
parently precipitated by specific traumatic situational loss. 

CHARACTER NEUROSIS: See Character disorder. 

Other terms less commonly used are: 

HYPOCHONDRIA: Persistent overconcern with the state of 
physical or emotional health accompanied by varunis 
bodily complaints without demonstrable organic pa- 
thology. 

NEURASTHENIA: Marked by symptoms of fatigue, feelings 
of inadequacy, and poor concentration; originally re- 
garded as due to weakness or exhaustion ol the nervous 
system. 

TRAUMATIC NEUROSIS: The term encompasses combat, 
occupational, and compensation neuroses. These are neu- 
rotic reactions which have been attributed to f)r which 
follow a situational traumatic event, or series of events. 
Usually the event has some specific and symbolic emo- 
tional significance for the patient, which may be rein- 
forced by Secondary gain (c|.v.). 

NEUROTOGENIC; Producing or favoring netirosis. 

NIGHTMARE: A dream full of fear and anxiety depicting fearful 
events. 

NIGHT TERROR: A nightmare from which the dreamer (usually « 
child) awakes screaming with fright and in which the terror con- 
tinues for some time during a state of semicon-sciousness. 

NIHILISM: In psychiatry, the delusion of nonexistence of the self 
or part of the self. 
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NIRVANA; According to Buddhist teaching, the goal of life in which 
all desires are extinguished and individuality is merged with the 
cosmos. Psychoanalysts equate the nirvana principle, based on the 
loss of individuality, with Freud’s death instinct. See Death 
instinct. 

NOCTURNAL EMISSION: Lo.ss of semen during sleep. 

NOMENCLATURE: In psychiatry, the standard nomenclature offi- 
cially supported by the .American Psychiatric Association for the 
classification of mental disorders. 

NORADRENALIN: A principle in the adrenal medulla associated 
with adrenalin, but differing from it in its vascular action: purely 
a va.soconstrictor, i.e., causing constriction of the blood vessels. 

NOSOLOGY: Medical sciencx* of < lassificatioii of diseases. 

NURTIJRANCE: Tlie tendency that leads one to provide nurture, 
i.e,. food, shelter, and other care, to the young or to the weak and 
incapable. 

NYMPHOMANIA: Pathologic and exaggerated sexual drive or ex- 
( itement in the female. The female counterpart of Satyriasis (q.v.). 

OBESITY: The state of being overweight; may be the result of emo- 
tional lac. tors leading to overeating. 

OBJECT BEHAVIOR: I he .socially standardized behavior in relation 
to a specific object. 'I'he individual may not know or may elect to 
ignore such behavior. 

OBJECTIVITY: Freedom from bias; impersonality: judgment unaf- 
fected by feeling. 

OBSCENITY; Gestures, language, or pictures that violate the estab- 
lished conventions of what may properly be expre.ssed under 
certain conditions in respect to sex and the excretory functions. 
Obscenity obviously varies with the circumstances and with the 
culture. 

OBSESSION: Persistent, unwanted idea or impulse that cannot be 
eliminated by logic or reasoning. 


OBSESSIVE-COMPULSIVE NEUROSIS: See under Neuroses. 
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OBSESSIVE PERSONALITY; A type of character structure in which 
there is a pattern of several of the obsessive groups of personality 
traits or defenses, such as excessive self-imposed orderliness, worry 
over trifles, indecisiveness, and perfectionism. These may or may 
not be sufficiently marked to interfere with living, or to limit nor- 
mal satisfactions and social adjustment. 

OCCUPATIONAL THERAPY: An adjunctive therapy commonly 
used in mental hospitals. It provides opportunity for partial Sub- 
limation and/or Acting out (q.v.) of patients’ uncons<'ious con- 
flicts, and stimulates interests through supervised handicrafts or 
other activities. Other similar therapies are music, recreation, 
drama, dance, and bibliotherapy. 

OEDIPUS COMPLEX: See Complex. 

OLD AGE: The fifth and last of the arbitrary divisions of the life .span 
in terms of chronological age; generally, from sixty-five years on. 

OMNIPOTENCE (of thought): Acting as if mere wishes or thoughts 
were realities, or as if they must have results in the external 
world. 

ONANISM: Incomplete sexual relations with withdrawal just prior to 
emission; Coitus interruptus. Incorrectly used as synonym for 
masturbation. 

ONTOGENESIS; The origin, or origin and development, of an in- 
dividual organism or of one of its organs or functions. 

OPIUM: A narcotic drug, produced from one .species of poppy, which 
depresses the higher nerve centers and creates a feeling of eu- 
phoria. 

OPTIMISM: A highly general attitude or personality trait that sees 
good in most objects and events, and expects outcomes to be 
favorable. 

ORAL STAGE: Includes both the oral erotic and oral sadistic phases of 
infantile psycho.sexual development, lasting from birtli to twelve 
months or longer. The oral erotic phase is the initial pleasurable 
experience of nursing. The oral sadi.stic phase is the subsequent 
aggressive (biting) phase. Both oral erotism and .sadi.sm normally 
continue in later life in disguised and sublimated forms. 
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OREXIS: The feeling and striving aspect of an act as contrasted with 
the intellectual. 

ORGANIC DISEASE: Characterized by demonstrable structural or 
biochemical changes in the tissues and organs of the body as dis- 
tinguished from emotional illness. Organic disease is generally ac- 
companied by notable emotional reactions which may become 
severe: or, alternatively, emotional illness, long continued, may 
result in organic changes, 

ORGANICIST: One w'lio emphasizes the importance of organic rela- 
tions; in medic ine, one who adheres to the theory that disease is 
always associated with a material lesion of an organ. 

ORGANIC PSYCHOSIS: A mental illness of psychotic depth resulting 
from defect, damage, infection, tumor, or other organic pathology 
of the brain. See Psychosis. 

ORGAS.M: A group of involuntary movements in the genital organs, 
accompanied by pleasure and strong sex feeling. It is the releasing 
climax of coition but may be experienced under other conditions. 

ORGONE; A term used by the psychiatrist, Wilhelm Reich, for the life 
energy, which he believed to be specific and identifiable. 

ORIENTATION: Atvarencss of oneself in relation to time, place, and 
person. 

ORTHOPSYCHIATRY: Psychiatry’ concerned with the study of 
children. Emphasis is placed on preventive techniques to promote 
normal, healthy emotional growth and development. 

OTOLARYNGOLOGIST: physician specializing in the branch of 

medicine which treats diseases of the ear and larynx. 

OVERCOMPENSATION: A conscious or unconscious process in 
which a real or fancied physical or psychologic deficit inspires 
exaggerated correction. 

OVERDETERMINATION: In psychiatry, a term indicating the 
multiple causality of a single emotional reaction or symptom. The 
symptom expresses the confluence and condcnsatioti of uncon- 
scious needs, drives, and defenses. 

OVERPROTECTION: Providing greater care for an infant or child 
than is necessary; inclusive reference to pampering, indulgence, 
oversolicitude, etc. 
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PACK: A sedative measure in psychiatric hydrotherapy for calming 
overexcited or agitated patients. 

PALSY: See Paralysis agitans. 

PANIC: In psychiatry, an attack of acute, intense, and overwhelming 
anxiety, accompanied by a considerable degree of personality dis- 
organization. See Anxiety. 

PANPHOBIA: Multiple Phobia (q.v.). 

PARALYSIS: Loss or impairment of a function. Unless qualified, a 
motor function is usually referred to. Various kinds of paralysis 
are named by using the combining form, plegia. 

PARALYSIS AGITANS: A paralytic: disorder characterized by con- 
tinuous coarse tremor c^f the hands. The condition is commonly 
called palsy. Synonym: Parkinson* s disease. 

PARAMETER: In psychology, any constant that defines the curve of 
the equation for some psychological function, as learning, growth; 
such a constant is the mathematical expression of the c haiige in- 
duced in the curve by a change of materials, experimental pro- 
cedures, etc. In psychoanalysis, the differentiating character of a 
technique of analysis used for a particular disorder or for a par- 
ticular patient. 

PARANOIA: Rare psychotic disorder which develops slowly and be- 
comes chronic. It is characterized by an intricate and internally 
logical system of persecutory and/or grandiose delusions. 'Lhc sys- 
tem stands by itself and does not interfere with the remainder of 
the personality, which continues essentially normal and apparently 
intact. See Paranoid type under Schizophrenia; Paranoid state 
(q.v.). 

PARANOID: An adjective derived from the noun Paranoia (q.v.). 
Characterized by oversiispiciousncss but not ca.sily proved delu- 
sional. Prevalently used to describe any grandiose or persecutory 
delusions. 

PARANOID PERSONALITY: A personality disorder somewhat simi- 
lar to paranoid schizophrenia but without the deterioration or 
systematized delusions. 
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PARANOID STATE: Characterized by paranoid delusions but not so 
internally logic ally systematized as in true paranoia nor so bizarre 
or disorganized as in schizophrenic paranoid reactions. May be of 
short duration, or persistent and chronic. See Paranoia; Schizo- 
phrenia. 

PARAPLEGIA: Paralysis of the lower limbs. 

PARAPSYCHOLOGY: The study of mctapsychic (also Psi) phe- 
nomena; namely, relationships between persons and events which 
seemingly occ ur extraphysically, without the apparent inter\^ention 
of any of the five senses. See also Psychokinesis; Extrasensory per- 
ception (E.S.P.). 

PARATAXIC DISTORTION: See under Distortion, 

PARESIS, GENERAL: A psychiatric disorder characterized by mental 
r.ncl jiliysical symptoms; always due to syphilis of the central 
nervous system. 

PARKINSON’S DISEASE: See Paralysis agitans, 

PARTHENOGENESIS: Reproduction from an unfertilized egg; a 
modification of sexual reproduction. 

PARTURITION: The act of giving birth to offspring. 

PASSIVE-AGGRESSIVE PERSONALITY: Characterized by aggres 
sive behavior exhibited in passive ways, such as pouting, stub- 
bornness, procrastination, and obstructionism. May be considered 
a form of Character disoxlcr (q-v.). 

PASSIVE-DEPENDENT PERSONALITY; Characterized by lack of 
sell-conficlence, indecisiveness, and emotional dependency. May he 
considered a form of Character disorder (q.v.). 

PASTORAL COUNSELING: Counseling by a religious leader. 

PATHOGNOMONIC: A general medical term which is applied to 
a symptc^rn or group of symptoms that are specifically diagnostic of 
a disease entity. Similar to Syndrome (q.v.). 

PAVOR NOCTURNUS: Nightmare. 
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PEDERASTY; Homosexual intercourse between man and boy, by 
anus. To be distinguished from Sodomy (q.v.). 

PEDOPHILIA: An adult’s sexual attraction to children. 

PENIS ENVY: Literally, envy by the female of the penis of the male. 
More generally, the female wish for male attributes, position, or 
advantages. Believed by many to be a significant factor in female 
character development. 

PENOLOGY: The study or art of treating those convicted of crime. 
The treatment may be conceived as deterrent or as reformative. 

PERCEPTION: The mental process by which the nature of an 
object is recognized through the association of a memory of its 
other qualities, with the special sense (sight, taste, etc.) bringing 
it to consciousness. 

PERFECTIONISM: The practice of demanding of oneself or others 
a higher quality of performance than is required by the situation. 

PERFORMANCE TEST: A test in which the role of language is 
minimized; the task requires overt motor responses other than 
verbal. See Test, Psychological or mental. 

PERMISSIVENESS: The attitude that grants freedom o£ choice and 
expression to another person out of respect lor his personality. 

PERSECUTION COMPLEX: A delusion that other persons are de- 
liberately and unfairly causing the person’s efforts to fail or arc in 
some way inflicting hardships on him. Sec Delusion. 

PERSEVERATION: Similar to Stereotypy (q-v.). 

PERSONA: In Jungian psychology, the personality mask or fa^.•ade 
which each person presents to the outside world. See also Anima. 

PERSONALITY: The sum total of the individual’s internal and 
external patterns of adjustment to life. 

PERSONALITY DISORDERS: A term used to include a broad cate- 
gory of di.sorders characterized by developmental defects or patho- 
logical trends. There is minimal subjective anxiety and little or no 
sense of distress. For example, the terms Passive-aggressive person- 
ality (q.v.) and Compulsive personality (q.v.) fall into this category. 
See also Character disorder; Psychopath. 
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PERSONALITY, MULTIPLE: A rare type of major dissociative re- 
action in which the individual adopts two or more different per- 
sonalities. These are separate and compartmentalized, with total 
amnesia for the one, or ones, not in awareness. 

PERSUASION: In psychiatry, a therapeutic approach based on direct 
stiggestion and guidance intended to change patients’ attittides, 
behavior, and goals. 

PERVERSION: Sexual deviation. 

PETIT MAL: Sec Epilepsy. 

PHALLIC .STAGE: The period of psychosexual development from 
the age of about two and a half to six years during which sexual 
interest, curiosity, and pleasurable experience center about the 
penis, and in girls, to a lesser extent, the clitoris. See also Oral 
stage; Anal erotism; Latency period. 

PHANTA.SY: Sec Fantasy. 

PHANTOM LIMB: The persistent or recurrent feeling, experienced 
by many amputees, of sen.sations as if from the missing member. 

PHENMETRAZINE: A drug used for steady, progressive weight loss 
in overweight patients, and for psychotic disorders. 

PHENOBARBITAL: A white crystalline powder (phenyl-cthyl-bar- 
bitttric acid) used as a sedative or hypnotic, drug. 

PHENOMENOLOGY: theoretical point of view that advocates the 

study of phenomena, in the scn.sc of happenings without regard 
to their causes, or of direct experience taken at its face value: the 
view is that behavior is determined by such phenomena or ex- 
periences rather than by external, objective reality. 

PHENYLKETONURIA: hereditary disorder of phenylalanine 

metabolism, tvhich appears in infancy and has as its most striking 
manifestation severe mental deficiency. 

PHOBIA: An obsessive, persistent, unrealistic fear of an external ob- 
ject or situation such as heights, open spaces, dirt, and animals. 
The fear is believed to arise through a process of displacing an 
internal (unconscious) conflict to an external object symbolically 
related to the conflict. Sec Displacement. 
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PHOBIC REACTION: See under Neuroses. 

PHRENOLOGY: Abandoned theory of relationship between bony 
structure of the skull and mental traits. 

PHYLOGENETIC: Pertaining to the origin and development of a 
characteristic: in the race or other biological division; pertaining 
to that which is hereditary in a species. 

PHYSICALIST: One who holds the philosophical view that all mean- 
ingful propositions can be expressed without distortion in the 
language of physical science; one who hc^lds that human thoughts 
and acts are determined by physical laws. 

PICK’S DISEASE: A presenile degeneiative disease of the brain affect- 
ing the cerebral cortex, particularly the frontal lobes. Symptoms in- 
clude intellectual deterioration, emotional instability, and loss of 
social adjustment. See also Alzheimer s disease, whic h is similar. 

PILOMOTOR RESPONSE: 1 echnicil term for goose pimples. 

PINEAL GLAND: A small .structure, lyiug just above ihc thalamu; 
region, very nearly at the geometric center of the brain. Its func- 
tion is unknown. 

PITUITARY GLAND: A very important compound endocrine gland 
lying at the base of the brain. It has matiy functions and is some- 
times called the master gland because of its influence on the other 
endocrines. 

PLACEBO: A preparation containing no medicine (or no medicine 
related to the complaint) administered to cause the patient to 
believe he is receiving treatment. Placebo effects include the p,sy- 
chologic and psychophysiologic benefits and undesirable reactions 
which reflect the patient’s expectations. 

PLANNED PARENTHOOD: Voluntary regulation of the number 
and spacing of offspring through contraception. 

PLAY THERAPY: A psychotherapeutic approach to children’s emo- 
tional disorders in svhich the observation and interpretation of 
the child’s use of his play materials and his fantasy in his games 
and play form part of the thenrpy. 
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PLEASURE PRINCIPLE: The basic psychoanalytic concept that man 
instinctiially seeks to avoid pain and discomfort, and strives for 
gratification and pleasure. In personality development theories the 
pleasure principle antedates and subsequently comes in conflict 
with the Reality principle (q.v.). 

POLIOMYELITIS: An acute infectious disease caused by a virus 
which attacks the gray matter of the spinal cord, resulting in ex- 
tensive neural symptoms. 

POLYPHAGIA: Pathological overeating. 

PORNOGRAPHY: F'xpression by word or image of whatever the user 
of the term regards as Obscenity (q.v.). 

PORPHYRIA: A metabolic disease characterized by abdominal, neu- 
rologic, and psy( hiatric symptoms and the presence of porphyrin 
in the blood. 

POSITIVE FEELINGS: In psychiatry, warm, friendly feelings, as ob- 
posed to negative, hostile feelings. 

POSTHYPNOTIC SUGGESTION: The process whereby a person 
after coming out of the hypnotic trance carries out some action 
that has been suggested to him during the trance-state. 

POSTPARTUM DEPRESSION: Depression following childbirth. 

POTENCY: The male’s ability to carry out normal heterosexual re- 
lations. 

PRE ADOLESCENCE: A variable period, synonymous with late child- 
hood: the two years before puberty. 

PRECONSCIOUS: Referring to thoughts which are not in immediate 
awareness, but which can be recalled by conscious effort. See also 
Foreconscious. 

PREFRONTAL LOBOTOMY: A type of Psychosurgery (q.v.). 

PREMATURE INFANT: A viable fetus delivered before the end of 
the normal gestation period. 

PREMENSTRUAL TENSION: Physiological or psychic symptoms, 
differing from Avoman to woman, in the three or four days pre- 
ceding the menstrual period. 
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PRIMAL SCENE: In psychoanalytic theory, the real or fancied obser- 
vation by the infant of parental or other heterosexual intercourse. 

PRIMARY GAIN: A term used in connection with nenrolic 
symptoms. The basic internal psychologic gain of an emotional 
illness. The concept is that mental symptoms, both normal and 
psychopathologic, develop defensively in largely unconscious en- 
deavors to cope with or to resolve unconscious conflicts. Such symp- 
toms are characteristically the result of a compromise between a 
pleasure-seeking, instinctual wish and an opposing, moral pro- 
hibition which has created an nnconscious conflict. Primary gain 
refers to the element of unconscious gratification provided by the 
compromise (symptom) as well as to the lessening of guilt and iiwv 
which it provides. All mental mechanisms operate in the serv ice ol 
the primary gain, and the need for such gain may be thought of as 
responsible for the initiation of an emotional illness. In (ontra- 
distinction, the Secondary gain (q.v.) is that which is setaired Irom 
a symptom or an illness which is already established. See Mental 
mechanisms, 

PRIMARY PROCEvSS: The type of mental activity and thought 
process which is characteristic of unconscious mental life at all 
times and which in infancy characterizes (‘onscious mental life as 
well. It is marked by the free discharge of psychic energy and 
excitation without regard to the demands ol the environment, 
reality, or logic. 

PRISON PSYCHOSIS: Refers to severe cmiolional reactions of psy- 
chotic depth precipitated by actual or anticipated incarceration. 

PROBLEM CHILD: One whcjse cx^nduct differs Irom socially accept- 
able standards so greatly that he cannot be dealt with by “commem 
sense” or the usual techniques. 

PROGNOSIS: Estimate or prediction of the course, outcome, and 
duration of an illness. 

PROJECTION: A mental mechanism, operating tinconsciously, 
whereby that which is emotionally unacceptable in the self is un- 
consciously rejected and attributed (projected) to others. I’he 
attributes so assigned to another are real to the self and the self 
reacts accordingly. 
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PROJECTIVE TEST: A type of psychological test in which the ma- 
terial presented to the subject is of the kind that evokes a response 
determined by his prevailing mood and personality characteristics. 
Interpretation of the responses requires much training. 

PROMISCUITY: Nonselective sexual intercourse. 

PROSTITUTION: Promiscuous sexual intercourse for financial gain; 
figuratively, compromising ideals in order to gain an advantage. 

PSEUDO-FEEBLEMINDEDNESS: Feeblemindedness indicated by a 
low I.Q. but actually nonexistent. Psychological and emotional 
factors may result in a low I.Q. score that does not represent the 
actual endowment. See FeebUnnindedness. 

PSORIASIS: A skin disease consisting of an eruption of red patches, 
mainly on the elbows and knees. 

PSYCH ASTHENIA: Largely obsolete term including obsessions, com- 
pulsions, doubts, leelings of inadequacy, and phobias. See also 
Nrnrasthenia under Neurost's, 

PSYCHE: The mind, in distinction to tlic soma, or body. 

PSYCHIATRIC INTERVIEW: A talk between therapist and patient 
designed to eli< it information as an aid to diagnosis and treatment. 

PSYCHIATRIC SOCIAL WORKER: A social worker trained to 
work with patients and tlunr families on problems of mental 
health and illness, usually in close association with psychiatrists 
and (linical psychologists. 

PSYCHIATRIST: A doctor of nu'dicine with postgraduate training 
and experience in the field of emotional illness and mental dis- 
orders. 

PSYCHIATRY: The medical science which deals with the origin, diag- 
nosis, prevention, and treatment of emotional illness and asocial 
behavior. It also includes such special fields as mental retardation, 
the emotional components of physical disorders, mental hospital 
administration, and the legal aspects of psychiatric disorders. See 
also Descriptive psychiatiy; Dynamic psychiatry. 

PSYCHIC: A general term for all the phenomena constituting the sub- 
ject matter of psychology. Pertaining to mind, person, self, psyche. 
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PSYCHIC DETERMINISM: See Determinism. 

PSYCHIC ENERGIZER: A term used to describe a drug that is in- 
tended to raise mood and increase feeling of well-being. 

PSYCHOANALYSIS: A psychologic theory of human development and 
behavior; a method of research: and a system of psychotherapy, 
originally described by Sigmund Freud. In psychoanalysis, through 
free a.ssociation and dream interpretation, emotions and behavior 
are traced to repressed instinctual drives in the unconscious. P.sy- 
choanalytic treatment seeks to modify emotions and behavior by 
bringing into awareness the origin and effects of unconscious emo- 
tional conflicts in the hope of eliminating or diminishing them. 

PSYCHOANALYST: A psychiatrist with additional training in psy- 
choanalysis, who employs the techniques of psychoanalytic 
therapy. 

PSYCHOBIOLOGY (Meyer): The concept of the individual as a 
total biologic unit in which total personality development and 
functioning from birth is studied longiiudiually. .\ssets and lia- 
bilities of the personality are identified and through tlie process of 
Distributive analysis and synthesis (q.v.) effort is made to effect 
better utilization of the individual's a.sscis with consequent dimi- 
nution of the liabilities. 

PSYCHODIAGNOSTICS: The interpretation of behavior signs (gait, 
posture, gestures, facial expressions, etc.) and of other anatomical 
signs as indicators of personality and charac ter. 

PSYCHODRAMA: A technique of group psychotherapy in which 
individuals dramatize their emotional f)roblcms. 

PSYCHODYNAMICS: The .systematized knowledge and theory of 
human behavior and its motivation, the study of which depends 
largely upon the functional significance of emotion. P.sychody- 
namics recognizes the role of unconscious motivation in human 
behavior. It is a predictive science, based on the assumption that 
a person’s total makeup and probable reactions at any given 
moment are the product of past interactions between his .specific 
genic endowment and the environment in which he has lived from 
conception onward. 

PSYCHOGENESIS: Production or cau.sation of a symptom or illness 
by mental or psychic factors as opposed to organic ones. 
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PSYCHOKINESIS: The theory that directed thought processes can 
influence an event, as for example, by determining what number 
will show in a throw of dice. See also Parapsychology; Extrasensory 
perception {E.S.P.). 

PSYCHOLOGIST: One who specializes in psychology. The psycholo- 
gist generally holds a graduate academic degree (Ph.D. or M..\.), 
but docs not have a medical degree (M.D.) and is not eligible for 
medical licensure. See Psychiatrist. 

PSYCHOLOGY: A science dealing with the study of mental processes 
and behavior in man and animal. 

PSYCHOLOGY, ANALYTIC (Jung): See Analytic psychology, 

PSYCHOLOGY, INDIVIDUAL (Adler): Sec Individual psycholo^. 

PSYCHOMETRY: The sc ience of testing and measuring mental and 
j y*^'hoIogic ability, eflicicncy, potentials, and functioning includ- 
ing psychopathologic components. 

PSYCHOMOTOR: Pertaining to the motor effects of psychical 
processes. 

PSYCHOMOTOR EXCITEMENT: Generalized physical and emo- 
tional overactivity in response to internal and/or external stimuli 
as in a hypomanic stale. 

PSYCHOMOTOR RETARDATION: A geneiali/ed retardation of 
physical and emotional reactions. The opposite of Psychoniotor 
excitement fq.v.). 

PSYCHONEUROSIS: Sec \euroses, 

PSYCHOPATH: A person whose behavior is predominantly amoral 
or antisocial and characterized by impulsive, irresponsible actions 
satisfying only immediate and narcissistic interests without concern 
for obvious and implicit social consequences accompanied by mini- 
mal outward evidence of anxiety or guilt. Increasingly considered 
a poor and inexact term. 

PSYCHOPATHIC PERSONALITY: Sec Psychopath. 

PSYCHOPATHOLOGY: A science dealing with morbid processes of 
the psyche or mind in terms of their development (psychogenesis). 
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PSYCHOPHARMACOLOGY: An interdisciplinary science that is 
concerned with the study of the effects of drugs on normal and 
abnormal behavior; also used more specifically to refer to chemo- 
therapy of mental illness. 

PSYCHOPHYSIOLOGIC DISORDER: A recent term for the morbid 
physiologic expression of emotional disorders. In general, a sub- 
stitute term for “psychosomatic disorder” or “somatization re- 
action.” 

PSYCHOSEXUAL DEVELOPMENT: The changes and stages which 
characterize the development of the psyclu)h)giral aspect of sexu- 
ality during the period from birth to adult life. Synonym; libid- 
inal development. See also Libido. 

PSYCHOSIS: A severe emotional illness in which there is a departure 
from normal patterns of thinking, feeling, and acting. Commonly 
characterized by loss of contact with reality, distortion of per- 
ception, regressive behavior and attitudes, diminished control of 
elementary impulses and desires, abnormal mental content in- 
cluding delusions and hallucination.s. Chronic and generalized 
personality deterioration may occur. May require coinmitment to 
a mental hospital. This is one of the two major categories of emo- 
tional illness, the other bein^ Neuroses (q.v.). 

PSYCHOSOMATIC: Adjective to denote the constant and inse})arable 
interaction of the psyche (mind) and the soma (body). Most com- 
monly used to refer to illnesses in which the manifestations are 
primarily physical with at least a partial emotional ctioIogy^ 

PSYCHOSOMATIC MEDICINE: Medical practice that emphasizes 
the role of psychic factors in many diseases or in maintaining 
health. 

PSYCHOSURGERY: Treatment of serious psychiatric disorders by 
brain surgery. Certain brain nerve fibers are cut to reduce the 
tension and distress associated with chronic emotional suffering. 

PSYCHOTHERAPY: The generic term for any type of treatment 
which is based primarily upon verbal or nonverbal communi- 
cation with the patient, in distinction to the use of drugs, sur- 
gery, or physical measures, such as electroshock or insulin shock, 
hydrotherapy, and others. Most physicians regard intensive 
psychotherapy as a medical responsibility. 
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PSYCHOTIC: Pertaining to a psychosis; characterizing a certain be- 
havior pattern as symptomatic of psychotic disorder or (at least) as 
strongly resembling the behavior of such a disorder. See Psychosis. 

PSYCHOTOMIMETIC DRUGS: Drugs that produce psychological 
changes, not including impairment of memory and orientation, in 
a high proportion of subjects exposed to such drugs. See Hallu- 
cinogen. 

PUBERTY: The period during which the generative organs become 
capable of functioning and the person develops secondary sex 
characters: usually reckoned as the first subphase of adolescence. 

PUERPERAL PSYCHOSIS: A psychotic episode occurring in the 
period after childbirth. 

PUNCH-DRUNK: Relates to the pattern of symptoms consequent 
upon many brain concussions: there is disturbance of gait and 
mental confusion or cloudiness. Often observed in pugilists. 

PUNISHMENT: The infliction of a penalty; the penalty may be 
any kind of dissatisfaction, a painful stimulus (physical or social), 
or a denial or removal of a satisfaction. Punishment may be in- 
flicted as retaliation, as deterrent, and/or as a motivation to 
learning. 

PYROMANIA: Morbid compulsion to set fires. 

PYROMANIAC: One who suffers from pyromania; a “firebug.” 

RAGE: Violent or intense anger, marked b\ threatened or actual 
attack. .See Anger. 

RAPPORT: .X comfortable and unconstrained relationship of mutual 
confidence between two or more persons, especially between tester 
and testec, counselor and client, teacher and class. 

RATIONALIZATION: A mental mechanism, operating uncon- 
sciously, in which the individual attempts to ju.stify or make 
consciously tolerable, by plausible means, feelings, behavior, and 
motives which would otherwise be intolerable. Not to be confused 
with conscious evasion or di.s. i mulation. See also Projection. 

RAUWOLFIA: A genus of the dogbane family, the dried root of 
which is said to reduce blood pressure in arterial hypertension. 
Also used in the treatment of psychotic patients. The drug was 
used in medicine in India for centuries. 
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REACTION FORMATION: A mental mechanism, operating uncon- 
sciously, wherein attitudes and behavior arc adopted which are 
the opposites of impulses the individual disowns cither consciously 
or unconsciously, e.g., excessive moral zeal may be the product of 
strong but repressed asocial impulses. 

REACTIVE DEPRESSION: See under Neuroses. 

READING DISABILITY: A marked inability to read as well as ex- 
pected, relative to mental age and amount of instruction received. 

REALITY PRINCIPLE: In Freudian theory, the concept that the 
Pleasure princi{)le (q.v.) in personality development in infancy is 
normally modified by the inescapable demands and requirements 
of external reality. The process by which this compromise is ef- 
fected is technically known as "reality testing,” occurring both in 
normal growth and in psychiatric treatment. 

RECALL: The process whereby a representation of past experience 
is elicited: the repetition of words or similar material previously 
learned. 

RECEPTIVE CHARACTER: A person who requires support from 
other persons, is passive in relation to them, and finds gratifica- 
tion in what is given to him. 

RECIDIVISM: The repetition or recurretic e of delinquent of criminal 
conduct, or of a mental disorder. 

REFERENCE, DELUSION OF, or IDEA OF: See Ideas of referevee. 

REFLEX: A very simple act in which there is no element of choice 
or premeditation and no variability save in intensity or time. 

REGRESSION: The readoption, partially or symbolically, of more 
infantile ways of gratification. Most clearly seen in severe psy- 
choses. 

REHABILITATION: Restoration to a satisfactory physical, mental, 
vocational, or social status after injury or illness, including mental 
illness. The status need not be the same as that preceding the 
injury or illness. Rehabilitation may be concurrent with, and may 
play a part in, physical or psychological therapy. 

REJECTION: The process or the fact of regarding something as 
worthless, of throtving it away, or of refusing to admit it to a 
certain category. In interpersonal relations rejection is seldom 
absolute and usually manifests itself in indirect ways. 
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REJUVENATION: The restoration of a person to youthfulness. A 
number of surgical and mental procedures have been tried as 
modern equivalents of the “fountain of youth." 

REMISSION: Abatement of an illness. 

REPETITION COMPULSION: In psychoanalytic theory the im- 
pulse to reenact earlier emotional experiences. Considered by 
Freud more fundamental than the Pleasure principle (q.v.). Ac- 
cording to Ernest Jones: “The blind impulse to repeat earlier 
experiences and situations quite irrespective of any advantage that 
doing so might bring from a pleasure-pain point of view." 

REPRESSION: A mental mechanism, operating unconsciously. The 
common denominator and unconscious precursor of all mental 
mechanisms in which there is involuntary relegation of unbearable 
ideas and impulses into the unconscious, whence they are not 
jiclinarily subject to voluntary recall but may emerge in disguised 
form through utilization of one of the various mental mechanisms. 
Repression is particularly operative in early years. See Mental 
mechanisms. 

RESERPINE: A hypotensive alkaloid obtained from Rauwolfia (q.v.), 
used in arterial hypertension and as a sedative in psychotic states. 

RESIDENTIAL TREATMENT: A term denoting psychiatric treat- 
ment in an institution, in contradistinrtiim to outpatient treat- 
ment. 

RESISTANCE: In psychiatry, an individual’s massive psychologic 
defense against bringing repressed (unconscious) thoughts or im- 
pulses into awarene.ss, thus avoiding anxiety. 

RESTRAINT: A measure in the treatment of the violently psychotic 
patient whereby he is prevented by physical bonds (camisole or 
straitjacket) from injuring him.seif or others. 

RETARDATION: Slowing dot. •> of mental and physical activity. 
Most frctpiemly seen in .severe depressions which are .sometimes 
.spoken of as retarded depressions. Also a synonym for Mental 
deficiency (q.v.). 

RETROGRADE AMNESIA: Sec Amnesia. 
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RETROSPECTIVE FALSIFICATION: Unconscious distortion of 
past experiences to conform to present emotional needs. 

RIGIDITY: In psychiatry, refers to an individual's great resistance 
to change. 

RITUAL: In psychiatry, the sensele.ss, repeated behaviors (other than 
tic.s) that are part of obsessive-compulsive neurosis. Any stereo- 
typed behavior that is not directly adjustive but protects (or 
seems to protect) the individual against internal conllict. 

ROLE: The function played by an individual in a group: the indi- 
vidual’s charactert-stic kind of contribtition to a group. The 
behavior that is characteristic and expected of the occupant of a 
defined position in a group. 

ROLE-PLAYING: .Acting according to a role that is not one’s own. 
In psychotherapy, role-playing is used in a variety of ways: to 
discover how the client conceives of certain important sex ial roles 
and how he believes he ftnictions in them, to help the individual 
gain insight into the conduct of others, and in play therapy to 
effect a catharsis. Role-playing is also used as an educational de- 
vice, e.g., in leadership training. 

RORSCHACH TEST: A psychologic test developed by the Swiss 
psychiatrist, Hermann Rorschach (1884-l‘t22), that seeks to dis- 
close conscious and unconscious personality traits and emotional 
conflicts through eliciting the patient’s associations to a stand.ird 
set of inkblots. 

ROTE LEARNING: Memorizing in which the task as seen by the 
learner requires no understanding but merely the reproduction of 
words or other symbols in the exact form in which they were 
presented. 

SADISM: Pleasure derived from inflicting physical or psychologic pain 
on others. The .sexual significance of sadistic tvishes or behavior 
may be conscious or unconscious. The reverse of Masochism (q.v.). 

SADOMASOCHISM: The tendency to both sadism and m<asochism. 

SANITY: A prc.scientific term for the normal mental condition of the 
human individual. Antonym: Insanity (q.v.). 

SATYRIASIS: Pathologic or exaggerated sexual drive or excitement 
in the male. May be of psychic or organic etiology. Analogous to 
Nymphomania (q.v.) in the female. 
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SCAPEGOAT: Any person or group that becomes the object of dis- 
placed aggression. The scapegoat is blamed for frustrations and 
disappointments having other origins. See Displacement. 

SCHISTOSOMIASIS: Infestation with a species of bloodfluke (para- 
sitic worm). 

SCHIZOID: Adjective describing traits of shyness, introspection, and 
introversion. 

SCHIZOPHRENIA: A severe emotional disorder of psychotic depth 
characteristically marked by a retreat from reality with delusion 
formations, hallucinations, emotional disharmony, and regressive 
behavior. Formerly called Dementia praecox. Some types of 
schizophrenia are distinguished as follows: 

CATATONIC TYPE: Characterized by marked disturbances in 
activity, with either generalized inhibition or excessive ac- 
tivity. See Catatonia. 

HEBEPHRENIC TYPE: Characterized by shallow, inappropriate 
emotions and unpredictable and childish behavior and man- 
nerisms. 

LATENT TYPE: A preexisting susceptibility for developing 
overt schizophrenia under strong emotional stress or depri- 
vation. 

PARANOID TYPE: Characterized predominantly by delusions 
of persecution and/or Megalomania (q.v.). See also Delusion. 

SIMPLE TYPE: Characterized by withdrawal, apathy, indiffer- 
ence, and impoverishment of human relationships, but rarely 
by (onspicuous delusiojis or hallucinations. It is slowly and 
insidiously progressive and tends to be unresponsive to current 
treatments. 

Some less common types are: 

CHILDHOOD SCHIZOPHRENIA: The somewhat rare on 
set of schizophrenic reactions in childhood. 

PSEUDONEIJROTIC TYPE: A form of schizophrenia in 
whicli the underlying psychotic process is masked by 
complaints ordinarily regarded as neurotic. 

SCHIZO-AFFECTIVE TYPE: Cases in this category show 
significant admixtures of schizophrenic and affective 
(manic-depressive) reactions. 
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SCOPOLAMINE; An alkaloid used in combination with morphine to 
produce partial anesthesia (twilight sleep) in obstetrics. 

SCOTOMA: In psychiatry, a figurative blind spot in an individual’s 
psychologic awareness. 

SCREEN MEMORY; A consciously tolerable memory that unwit- 
tingly serves as a cover or “screen” for another associated memory 
which would be disturbing and emotionally painful if retailed. 

SECLUSIVENESS: The tendency to cut oneself off from human con- 
tacts. 

SECONDARY GAIN: The external gain which is derived from any 
illness (e.g., personal attention and service, or monetary gains 
such as disability benefits). See Primary gam. 

SECURITY: A state in which satisfaction of needs and desires is 
guaranteed, either w'ithout effort or, more often, with reasonable 
striving. A complex altitude of self-possession and sclf-tonfitlence 
in belonging to valued social groups. 

SEDUCTION: Inducing another person, tvithout force or threat, into 
unlawful sexual relations. 

SELF: Used in many combining forms to denote the individual per- 
son, the living being: or as a specific part or aspect of that being: 
or as the individual as revealed or known to himself. 

SELF-ABASEMENT: Extreme submission or yielding to another, to- 
gether with strong feelings of inferiority. 

SELF-ACCUSATION; Blaming oneself, usually lalsely or to an un- 
warranted degree. 

SELF-ALIENATION: A state in which the person feels that his self 
is unreal. 

SELF-AWARENESS: Knowledge of one’s own traits or qualities: in- 
sight into, and understanding of, one’s own behavior and motives. 

SELF-DECEPTION: E'ailure (partially unwittingly) to recognize the 
true state of affairs in something that closely concerns oneself. 

SELF-DENIAL; Deliberate forgoing of satisfactions. 

SELF-EFFACEMENT; A major neurotic solution of inner conflicts, 
characterized by identification with the despised self and subse- 
quent unconscious idealization of dependency and compliancy. 
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SELF-ESTEEM: Psychodynamically, a state of being on good terms 
with one’s Superego (q.v.). Pathologic loss of self-esteem is charac- 
teristic of depression. 

SELF-IDEALIZATION: The process by which an almost impossible 
idealization of what one ought to be— the perfected and glorified 
self— is developed and maintained. 

SELF-IMAGE: The image one has of oneself. This is a complex con- 
cept of one’s personality, character, status, bodily appearance, 
etc., which may differ greatly from objective fact. 

SELF-PUNISHMENT: Sec Masochism. 

SEMEIOLOGY: The systematic study of the signs of specific diseases; 
the branch of medical science dealing with symptoms of diseases. 

SEMEIOLOGIST: A specialist in semeiology. 

SENESGENCE: The period in which one becomes old, or is old. 

.SENILE DEMENTIA: See Dementia, senile. 

SENILE PSYCHO.SIS: A mental illness of old age characterized by 
personality deterioration, progressive loss of memory, eccentricity, 
and irritability. .Sometimes called senile dementia. See Dementia, 
senile. 

SENILITY: Loss of mental, or mental and physical, functions in old 
age. 

SENIUM: Medical term for old age. 

SENSORIUM: Roughly approximates consciousness. Includes the spe- 
cial sensory peneptive powers and their central correlation and 
integration in the brain. A clear sensorium conveys the presence of 
a reasonably accurate memory together with a correct orientation 
for time, place, and person. 

SEPARATION ANXIETY: (psychoanalytic term) The infant’s fear 
of losing the mother object: hence, such anxiety based on early ex- 
perience. 

SEX: Either of the two categories of organisms, female or male, based 
on the distinction of producing, respectively, egg cells or sperm 
cells: the sum of the characters, especially the physical ones, that 
makes the male and female different; the behavior domain closely 
related to the organs of reproduction. 
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SEX DELINQUENCY (SEX CRIME): Any violation of established 
legal or moral codes in respect to sexual behavior. 

SEX EDUCATION: Any educative process designed to help the indi- 
vidual to healthy and/or socially approved sexual adjustment and 
constructive sexual expression. 

SEXUAL ABSTINENCE: Act or process of refraining from sexual 
activity. 

SEXUAL DEVIATION: Sexual behavior at variance with more or 
less culturally accepted sexual activities. Includes Homosexuality 
(q.v.), Transvestism (q.v.), sexual Sadism (q.v.), and sexually violent 
(criminal) acts. 

SEXUAL SYMBOL: See Symbolization. 

SHELL SHOCK: Obsolete, nonspecific term used in World W.ir I to 
include a variety of emotional disorders of a ncurotii, type. These 
were predominantly somatic conversion (hysterical) reactions in 
situations of wartime stress. See Conversion. 

SHOCK TREATMENT: A psychiatric therapy in which electric cur- 
rent, insulin, carbon dioxide, or metrazol are administered to the 
patient and result in a convulsive or comatose reaction intended 
to alter the course of the illness favorably. Some common types of 
shock treatment are: 

CONVULSIVE SHOCK TREATMENT: Usually carried out by 
stimulation with an electric current, and hent e called elei tro- 
shock treatment (E..S.7'. or E.C.T.). Often used in depressive 
reactions and most effective in this form of illness. 

Modifications are: Electronarcosis, producing narcotic- 
like states, and Electrostimulation, which avoids con- 
vulsions. 

INSULIN COMA TREATMENT: Insulin is administered in 
large enough doses to pnxluce a hypoglycentic (low blocKl 
sugar) reaction resulting in a “deep” coma. Usually employed 
in treating schizophrenic reactions in a hospital setting. 

SUBCOMA INSULIN TREATMENT: A fotm of treatment in 
W'hich drowsiness or somnolence (short of coma) is produced. 

SIBLING RIVALRY: Rivalry between sibs, i.e., offspring of either .sex 
from the same mother or the same father; often a cover for jealous 
desire to usurp a sib’s place in the parents’ aflection. 
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SITUATIONAL DEPRESSION: See Reactive depression under Neu- 

roses; Depression, 

SLEEPWALKING: See Somnambulism, 

SOCIAL: Of, or pertaining to, society as a group of interdependent and 
interrelated persons; used in phrases (as social adjustment) when 
the s(x:ial aspect of the key word is to be emphasized. 

SOCIAL WORK: The use of community resources and of the con- 
S( ions adaptive capacities of individuals and groups to better the 
adjustment of an individual to his environment, or of the environ- 
ment to the individual. 

SOCIAL WORKER, PSYCHIATRIC: A social worker with a master’s 
degree in social work who utilizes social work techniques in a 
psychiatric (medical) setting. 

SOCIOMETRY: The quantitative study of what members of a group 
p'TtvAc think, and feel about the other members: by extension, 
the (juantitalive study of various aspects of group relationships. 

SOCIOPATHIC PERSONALITY: A broad category for disorders in 
one’s relationship with society and with the cultural milieu. 

SODOMY: Anal intercourse between males. Legally, the term may 
include other types of perversion. 

SOMATIC CONVERSION: See Conversion fiyslnia under Neuroses. 

SOMATIZATION REACTION: See Conversion hysteria under Neu- 
roses. 

SOMATOPSYCHIC: Pertaining to both body and ntiitd (or emotions). 

SOMATOTYPE: Sci- Body type. 

SOMESTHETIC: Pertaining to the sense yielding direct impression 
of the bodily condition, in contrast to that from the special senses 
of .sight, hearing, etc. 

SOMNAMBULISM: Sleepwalking. Also applied to some states of deep 
hypnosis. 

SPASM: I,ocalized, energetic, involuntary muscular contraction. 

SPASTICITY: Heightened resistance to flection or extension of a joint, 
attributed to a lesion in the central nervous system. 
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SPEECH DISORDER: Any long-term disorder in speaking or in 
perception of speech, so grave as to interfere seriously with com- 
munication. 

SPINAL CORD: The long thick cord of nerve tissue that extends 
along the back, enclosed in the spinal canal. 

SPIRITUALISM: A cult or religious belief in the activities of spirits 
in the aflFairs of this world. 

SPLIT PERSONALITY: See Personality, tnullil)le. In distinction to 
multiple personality, split personality denotes that individual psy- 
chic functions are split off from the personality as a whole. 

STANFORD-BINET SCALE: A scries of tests for the measurement of 
intelligence in schoolchildren; a revision of the original liinet- 
Simon Scale made in 1916 to fit American conditions, and further 
revised in 19.37. 

STATUS EPILEPTICUS: More or less continuous epileptic seizures. 
See Epilepsy. 

STEREOTYPY: Persistent, mechanical repetition of an activity, com- 
mon in schizophrenia. 

STERILITY: Inability to serve as one partner in the union of mature 
germ cells to start a new life; the inability may be due to physical 
or psychological causes. 

STIGMATA: Certain markings, supposedly of supernatural origin, 
impressed on the bodies of saints, e.g., marks resembling the 
wounds of Christ. 

STRABISMUS: State of being cros.s-eyed. 

STRAITJACKET: A coat of strong material binding the body, for 
restraining violent mental patients. 

STRESS: A force, physical or psychological, applied to a .system, physi- 
cal or psychological, sufficient to cause strain or distortion, or to 
alter the system into a new form. 

STRESS REACTION: See Acute situational or stre.ss reaction. 
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STUPOR: In psychiatry, a state in which the individual appears to 
be unaware of, and nonreactive to, his surroundings. In catatonic 
stupor, however, it is believed the unawareness is more apparent 
than real. See Catatonia. 

STUTTERING AND STAMMERING: Spasmodic speaking rvith in- 
voluntary halts and repetitions, usually considered of psychogenic 
origin. 

SUBCONSCIOUS: Psychiatrically obsolescent. Refers in general to 
both that which is not subject to recall and to that which may, 
with independent effort, be recalled. 

SUBLIMATION: A mental mechanism, operating unconsciously, 
through which consciously unacceptable instinctual drives are 
diverted into personally and .socially acceptable channels. 

SUBMISSIVENESS: A personal trait leading one to accept the domi- 
nati.on of others. 

SUBSHOCK INSULIN TREATMENT: See Suheoma insulin treat- 
ment tjuder Shock treatment. 

SUBSTITUTION: .A mental mechanism, operating unconsciously, by 
which an unattainable or unacceptable goal, emotion, or object 
is replaced by one which is more attainable or acceptable. Com- 
parable to Displacement (q.v.). 

SUGGESTIBILITY: The hypothetical general trait of being suscepti- 
ble to suggestion. 

SUPEREGO: In Freudian theory, that part of the mind which has 
uncon.sciously identified itself with important and esteemed per- 
sons from early life, particularly parents. The supposed or actual 
wishes of these significant persons are taken over as part of one’s 
own personal .standards to help form the "conscience.” They may 
remain anachronistic and overpunitive, especially in psychoneu- 
rotic patients. Sec also F.go; Id. 

SUPPORTIVE THERAPY: A form of psychotherapy in which the 
therapist gives direct help and provides encourcagement. Sec 
Psychotherapy. 

SUPPRESSION: Conscious effort to overcome unacceptable thoughts 
or desires. Sec Repression, 
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SURROGATE: A substitute person. In psychiatry, usually refers to an 
authoritarian person (parental). 

SYMBIOSIS: Any close, mutual-aid relationship between individuals, 
as within the family. 

SYMBOLIZATION: A mental mechanism, operating unconsciously, 
in which a person forms an abstract representation of a particular 
object, idea, or constellation thereof. The symbol carries in more 
or less disguised form the emotional feelings vested in the initial 
object or ideas. 

SYMPATHIN: A hoimone similar to adrenalin in action. 

SYMPATHOMIMETIC: Denoting simulation of sympathetic nerve 
action. 

SYMPATHY: Expression of compassion for another’s grief or loss. To 
be differentiated from Empathy (q.v.). 

SYMPTOM: A specific manifestation ol an illne,s.s, objective, sub- 
jective, or both. 

SYMPTOMATOLOGY: The science of the symptoms of di.sease, their 
production, and the indications they present. 

SYNAPSE: The region, or locus of points, at which a nervous impulse 
passes from the axon of one neuron to the dendrite or to the icll 
body of another. .See Neuron. 

SYNDROME: A group of symptoms which often indicate a recog- 
nizable illness. 

TABOO: A solemn social prohibition of act or word, usually with 
irrational support and rather drastic penalties. 

TALION LAW OR PRINCIPLE: In the Bible, “an eye for an eye” 
or “a tooth for a tooth.” In psychiatry, the primitive, unrealistic 
belief, often unconscious, that hostile thoughts or words inevitably 
lead to retaliation in kind. 

TANTRUM: An uncontrolled display of anger and ill temper, with 
crying, kicking, screaming, etc. 

TELEPATHY: The communication of thoughts from one person to 
another without the intervention of physical means. Not yet gen- 
erally accepted as scientifically valid. See also Extrasensory per- 
ception. 
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TEMPERAMENT; The susceptibility of the person to emotive situ- 
ations; the tendency to experience changes in mood. 

TEMPER TANTRUM: Sec Tantrum. 

TEMPORAL LOBE: One of the five main divisions of the Cerebrum 
(q.v.) underlying the temples. 

TENSION: A condition of the organism marked by unrest or uneasi- 
ness, by partly restrained restless activity, by pressure to act and 
readiness to act but with no implication of directed action. An 
emotional state resulting when needs are unsatisHed or goal- 
directed behavior is blocked. 

TEST, PSYCHOLOGICAL OR MENTAL: A set of standardized or 
controlled occasions for response presented to an individual to 
elicit a representative sample of his behavior in specified areas. 

THANATO; Combining form meaning death, as in thanatophobia: 

I ear of death. 

THEMATIC APPERCEPTION TEST (T.A.T.): A projective test in 
which a person is asked to tell a story suggested by each of nine- 
teen pictures. The test assumes that the themes apperceived by the 
testee arc those which arc important in his own life. See Projec- 
tive test. 

THERAPIST: One skilled in the employment of treatment tech- 
niques. 

THERAPY: Treatment intended to cure or alleviate a disordered 
condition, so that normal functioning is brought about. Used in 
various self-explanatory combinations. 

THREAT: Verbal, gestural, or other symbolic expression of intent to 
injure or inflict evil on a person. A sign of evil or injury to come, 
inducing fear or anxiety. An imagined event, believed likely to 
happen, that excites dread. 

THROMBOPHLEBITIS: Thrombosis with secondary inflammation 
of a vein. 

THROMBOSIS: The formation of a blood clot within the heart or 
blood vessels. 
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THUMB-SUCKING: The earliest and one of the most common ma- 
nipulations of the body found in infants and young children. If 
continued beyond early childhood (variously designated) it is 
classified as a neurotic trait. 

THYROID GLAND: An endocrine gland whose lobes lie on either 
side of the upper windpipe. Its secretions are important in growth 
and in the control of metabolic rate. See Gland. 

TIC: An intermittent, involuntary, spasmodic movement .such as a 
muscular twitch. A tic may be a disguised expression of a hidden 
emotional conflict, or due to organic causes. 

TISSUE: Any structure in an organism made up of similar elements 
or cells that perform a common function. 

TOILET TRAINING: Teaching the infant the proprieties of his 
culture in regard to urination and defecation. Severity in toilet 
training is supposed to have devastating effects on the child’s 
development. 

TOPECTOMY: .\ type of Psychosurgery (q.v.). 

TORTICOLLIS: Spasmodic contractions of the muscles of the neck. 
Called Mental torticollis when psychically clctcrmined. 

TOTAL PERSONALITY: An individual’s personality conceived of as 
a collection of all his traits. 

TOTAL PUSH THERAPY:. In a hospital setting, the energetic .si- 
multaneous application of all available psychiatric therapies to 
the treatment of a patient, first de.scribccl by .Abraham Myerson 
( 1881 - 1948 ). 

TOXIC: Pertaining to, or caused by, poison; poisonous. 

TOXIC PSYCHOSIS: A psychosis rc.sulting from the tt^xic effect of 
chemicals and drugs, including those produced in the body. Sec 
also Psychosis. 

TOXOPLASMOSIS: Infection with a parasite which can cau.se hydro- 
cephalus or micrcKcphaly in the newborn, or mental retardation 
or encephalitis in children. 

TRANCE: A sleeplike state marked by reduced sensitivity to stimuli, 
loss or alteration cjf knowledge of what is happening: substitution 
of automatic for voluntary activity. Trances arc frequent in 
hysteria, and they may be hypnotically induced. 
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TRANQUILIZING DRUG: Used in inducing Ataraxy (q.v.). 

TRANSFERENCE: The unconscious attachment to others of feelings 
and attitudes which were originally associated with important 
figures (parents, siblings, etc.) in one’s early life. The transference 
relationship follows roughly the pattern of its prototype. The psy- 
chiatrist utilizes the phenomenon as a therapeutic tool to help the 
patient understand his emotional problems and their origin. In 
the patient-physician relationship the transference may be nega- 
tive (hostile) or positive (affectionate). See also Count ertrans- 
ference, 

TRANSORBITAL LOBOTOMY: A type of Psychosurgery (q.v.). 

TRANSVESTISM: Sexual pleasure derived from dressing or mas- 
querading in the clothing of the opposite sex. The sexual origins 
of transvestism may be unconscious. Also spelled Transvestitism. 

TRAUM.'^r Psychological or physical injury. 

TRAUMATIC NEUROSIS: A neurosis precipitated by a trauma, 
either somatic or psychic, in which the symptoms are closely re- 
lated to the original trauma. 

TREATMENT: Any measure designed to ameliorate or cure an ab- 
normal or undesirable condition. 

TREMOR: Shaking or trembling. A disorder in which the usual nor- 
mal contractions of a muscle become exaggerated to the point of 
awareness. 

TRIODIONE: Anticonvulsant drug used in the treatment of petit mal 
and other types of epilepsy. 

TUBERCULAR PERSONALITY: Term denoting the mental and 
psy( hi( charactcri.stics of tubercular patients. 

TUMOR: A swelling or new growth having no physiological function. 

TWILIGHT SLEEP: A condition of partial anesthesia or subcon- 
sciousness which dulls awareness to pain and softens or effaces 
memory. 

TWILIGHT STATE: A transitory disturbance of consciousness dur- 
ing which many acts may be performed without conscious volition 
and without retention of any remembrance of them. 
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TWIN: One of two mammals gestated in the same uterus at the same 
time. In human beings there arc two distinct types of twins: 
identical (monozygotic), developed from a single egg, and fra- 
ternal (dizygotic), developed from two eggs. 

TWIN STUDIES: A method used in psychiatric genetics for differ- 
entiation between genetic and environmental influences in 
relation to specific forms of adjustment or maladjustment; the 
dissimilarities of identical twins are compared with those of 
fraternal twins or siblings. 

TYPOLOGY: The study of types. A particular system for the classifica- 
tion of types. 

ULCER: An open sore on the skin or mucous membrane that dis- 
charges pus. 

UNCONSCIOUS: In Freudian theory, that part of the mind or mental 
functioning the content of which is only rarely .subjet t to aware- 
ness. It is a repository for data which have never been (oust ions 
(primary repre.ssion), or which may have become conscious briefly 
and were then repressed (secondary repre-ssion). 

UNDERACHIEVER: A person who does not perform in specific ways 
as well as expected from tcrtain known t hanuteristics or previous 
record: specifically, a student who does not accomplish as much in 
school as would be expected from his measured intelligence. 

UNDERSTANDING: The prcjcess of apprehending or grasping a 
meaning. Sympathy resulting from considering a person’s be- 
havior from his standpoint. Understanding is said to consider 
not cau.se-and-effect relations, but the inner significance of a 
psychic process. 

UNDOING: A primitive defense mechanism, operating uncon- 
.sciously, in which something unacceptable and already done is 
symbolically acted out in reverse, usually repctitiously, in the 
hope of "undoing” it and thus relieving anxiety. 

UTERUS: The saclike structure in which the embryo of mammals 
develops within the mother’s btxly. 

VAGINA: The canal from the uterus to the exterior of the body. 

VAGINISMUS: Painful vaginal spasm, usually occurring in connec- 
tion with .sexual intercourse. 
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VEGETATIVE NERVOUS SYSTEM: An incorrect synonym for 
Autonomic nervous system (q.v.). 

VERBIGERATION: Stereotyped and seemingly meaningless verbal 
responses without relevance to the specific statement or question 
of another. 

VERBOSITY: Use of more words than are necessary; may be of or- 
ganic or psychic origin. 

VERTIGO: Dizziness. This may be organically or psychiatrical ly de- 
termined. It is a frequent phenomenon in psychiatric patients. 

VIRUS: A term lor a group of disease-producing organisms which are 
barely visible or invisible under an ordinary microscope. 

VISCERAL IMPULSES: Internal bodily processes, especially those 
caused by emotions. 

VISIONS: Things '‘seen” other than by ordinary sight: imaginary, 
supernatural, or prophetic sights beheld in sleep or ecstasy. 

VOCATIONAL GUIDANCE: See Guidance. 

VOLUNTARY HOSPITALIZATION; A term denoting voluntary 
adniission to a mental hospital, in distinction to Commitmeyit 
(q.v.). 

VOODOO: Belief in. or practice of, a primitive religion consisting 
largely of sorcery. 

VOYEURISM: Sexually motivated and often compulsive interest in 
watching or looking at others, particularly at genitals. Roughly 
synonymous with ‘peeping Tom.*’ Observed prcdcmiinantly in 
males. 

WEANING, PSYCHOLOGICAL: Breaking a child’s tics of psycho- 
logical dependence upon a parent. 

WECHSLER-BELLEVUE SCALE: A test battery for intelligence, 
standardized for adults but usable for adolescents and older chil- 
dren. 


WET DREAMS: I .OSS of semen during sleep. See Nocturnal emission. 
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WISH FULFILLMENT: The discharge of a tension by imagining a 
satisfying or tension-reducing situation; loosely, any indirect 
satisfaction, especially one that is accepted after frustration. 

WITHDRAWAL: A pattern of action, induced by persistent frustra- 
tion, in which a person removes himself from the realm of 
conflict and obtains satisfaction in such ways as daydreaming, 
drowsiness, alcoholism, etc., or escape into work where personal 
problems can be forgotten. 

WORD SALAD: A mixture of words and phrases which lack compre- 
hensive meaning or logical coherence, commonly seen in 
schizophrenic states. 

WORRY: The emotional attitude characterized by uncertainty of 
one’s ability to prevent the occurrence of an unsatisfactory state 
of affairs. 

WRY NECK: See Torticollis. 

ZOOPHILIA: Unusually strong attraction to animals. 
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2: 607. 609; 3; 775. 1078, 1092, 1095, 
1096; 4: 1106, 1107; 5: 1571, 1574, 
1585, 1825 

Child Guidance Clinics: A Quarter Century 
of Develofmient (Stevenson and 
Smith), 3: 1101 

Childhood and Society (Erikson), 1: 280; 3: 
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1863; 6: 2058 
See also Pedophilia 

Child psychiatry. 1: 31, 262-4, 308-20; 3: 
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Chloral hydrate, 4: 1276 
( Jilorpromazine, 3: 858; 5: 1655 
Choice of neurosis, 5: 1488, 1492 
Choosing for Happiness (film), 5: 1845 
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418, 688; 3: 775, 980, 986, 1095, 1096; 
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1626, 1627, 1730; 6: 2032 
Clinical Studies in Psychiatry (Sullivan), 3: 
854 
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1945, 1947 

Community Research Associates. 2: 605 
Companionate marriage. See I rial inariiage 
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.3: 818, 820. 1015, 1049 50; 4: 1157, 
1163, 1312: 5: 1501. 1715 
religious. 5: 1752 
Convulsions. 2: 722; 4: 1.315 
See also Fpilepsv 

('onviilsive .shock ihri.ipv. See Shock ihei.if)y 
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Council on Mental Health on Nairotic Ad- 
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638. 708, 726. 727, 733; 3: 839. 893, 
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Cultiiralist. 5: 1596 
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Cyclothymia, 3: 1046; 4: 1469 
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Cyrano de lierp^erac (Rostand), 2: 475 
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5: 1707; 6: 1874. 1934 
See also Courtship; Steady dating 


Day care centers and day hospitals, 1; 316; 
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995. 1014; 4: 1162, 1210, 1.334, 1411, 
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Demerol. 4: 1276, 1278 
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1204 

Demographic Yearbook {lOoi) (I’.N.), 6: 
1912 

Dendrites, 4: 1317. 1318 
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1507, 1707, 1724; 6: 1870. 1871. 1993, 
2023, 2028, 2042. 2070. 2071. 2072 
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Deutsch 

Deutsch Award and Memorial Foundation. 
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Diabetes, 1: 159. 324. 337; 3: 769,. 772; 4: 
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D^htheria. 1: 289; 4: 1192 
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Dirty words. 5: 1698 

Discipline, 1: 92. 145. 150. 306; 2: 453, 630; 
3: 960, 1083; 4: 1442-3; 6: 1901 
See also Self-discipline 
Discrimination, 5: 1546, 1547. 1555; 6: 1934 
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See also Choice of neurosis 
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Medical-psychotherapeutic approach. 5: 1721 
Medicare law, 4: 1220 
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Menorrhagia. 3: 10.30 
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Middle-class standards. 1 : 134; 4 : 1442 
Middle F'ast. 6: 2007 

Migraine. 2: 582. 721. 723; 4: 1392. 1403 



2212 


Subject Index 


Milieu therapy, 2: S74; 4: 1122, 1194, 1230, 
1482 

See also Therapeutic community 
Military considerations and military psy- 
chiatry. 1: 49, 263; 4: 1213-30, 1337; 5: 
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See also Childhood experiences; Family; 
Love 
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Motivation, 2: 415; 3: 805. 930. 931. 934, 
935, 936, 938. 939, 948; 4; 1164, 1213, 
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4: 1181. 1190, 1203 

National Association of Social Workers, 
1: 274; 3: 1094; 6: 1947, 2080 
National Catholic Welfare Conference, 
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National Organization for Mentally 111 Chil- 
dren, 4: 1291; 6: 2079 
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731: 3: 825, 10.38, 1015. 1049: 4: 1158, 
1160. 116.3, 1253. 1263. 1.342, 134.3. 1350 
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1062, 1064, 1481; 5; 15.57 
Parkinson's disease, 4: 1324, 1327 
Parole, 2: 377 

Paroxysmal di.soTders. 2: 569-82 
Parsimony. 1: 291, 292 
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tals, 4: 1104 
Patient and patients 
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1458-66. 1477, 1478, 1480, 1481; 5: 
1619. 1792 

Performance tests. 3: 883. 885. 890; 5; 1609 
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625, 631. 635: 3: 818. 1005, 1045. 1049; 
4: 1157. 1164. 1216. 1263. 1333. 1334. 
1340. 1341, 1342, 1350, 1404; 5; 1485- 
1493, 1498, 1594, 1602 
Phoenicians, 2: 682 
Phonogram, 2: 684 
Phrenology, 2: 688: 4: 1312 
P.H.S. See l.'.S. Public Health Service 
Physical attraction. 2: 382, 384; 3: 950 
Physical Disability - 4 Psychnla^ical Ap- 
proach (Wright). 5: 1505 
“Physical Disability as a Social Psychologi- 
cal Problem" (Meyerson), 5: 1507 
Physical handicaps, 5: 1501-10 
Physically ill, mental health of, 5: 1491- 
1500 

Physical sciences, 2: 523, 524; 4: 1428 
Physiochemical disordeis, I: 324 
Physiological psychology and physiology, 2: 

685. 696: 3: 955: 4: 1428 
Physiotherapy. 3; 745 

Physique and Character (Kretschmer), 2: 
363 

Piciograms and picture signs, 2: 682, 684 

Picture Inierpielation test, 2: 418 

Pineal gland, 3: 769 

“Pinning,” 1: 381.387: 5: 1707 

Pituitary gland and honnonc, 1: 38, 39. 183; 

3: 768. 769. 1017, 1024, 1025; 6: 1979 
PiusXII, 3: 811 
P.K.IJ. See Phenylketonuria 
Planned parenthood and Planned Parent- 
hood Federation of America, 1: 14, 
28; 2: 660; 5: 1538, 1539 
Plastic surgery. 4: 1384 
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Premonition. See Precognition 
Prenatal education and examinations, I: 
319; 4; 1192; 5: 1561 

Preschool children, 1: 316; 4: 1202; 5: 1690- 
1691; 5: 1695-6 

President’s Committee on Juvenile Delin- 
quency and Youth Crime, 3: 907 
President’s Panel on Mental Retardation 
(1961), 4: 1202 

Prevention and preventive therapy, 1: 313, 
319, 329; 2; 614. 637. 694; 3: 900, 901. 
1095; 4: 1103, 1121, 1132, 1209. 1211, 
1214. 1228, 1230. 13.52; 5; 1556-66, 
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